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Archives of Environmental Health, official pub- 
lication of the American Academy of Occupa- 
tional Medicine, carried the following editorial 
on the role of abstracts, in its issue of May 1961. 
The views expressed may be of interest to the 
readers of DENTAL ABSTRACTS: 


Abstracts in the abstract 


“For many years the Archives has carried ab- 
stracts. At the Detroit meeting of the Editorial 
Board, a detached ‘look’ was taken at whether 
or not there is a real need for this service. Several 
differing philosophical points of view were 
voiced. Therefore, it seemed timely to share with 
the Archives readers some ruminations on the 
subject of abstracts. 

“The raisons d’étre for abstracts are to provide 
the interested but busy reader with (1) knowl- 
edge as to what is being published in a larger 
number of journals than he himself can cover; 
(2) the essence of articles in areas of interest re- 
lated to his major activities which he would other- 
wise not have time to cover at all; (3) a sum- 
marization of papers in his major field of interest 
to point out articles he should read in extenso in 
journals which he ordinarily does not read. 

“In addition, for those preparing manuscripts 
or designing studies, abstracts offer the best 
source of reference for papers too recent to have 
been indexed. 

“Ninety per cent of the members of the Acad- 
emy of Occupational Medicine who returned a 
recent questionnaire expressed an interest in 
having abstracts continued. The Editor undertook 
a sampling—not random—of her Philadelphia 


colleagues by the sudden posing of this question, 
“Do you read abstracts in journals?” One hundred 
per cent of this statistically insignificant sample 
answered affirmatively. Since they had no notion 
of the Editor’s motivations, they volunteered such 
comments as ‘It’s the only way I can keep half- 
way abreast of things.’ 

“Life in our times is hectic; for conscientious 
physicians it is especially hectic. In the abstract, 
aren't abstracts a reality of modern professional 
life?” 


Comments on new format 


Following are excerpts from letters in which 
readers comment on DENTAL ABSTRACTS new for- 
mat: 


“I have just received a copy of the July issue 
of DENTAL ABSTRACTS. ‘Beautifully executed’ is 
about the most applicable phrase to describe it. 
The cover is particularly attractive, and the il- 
lustrations and arrangements of the sections are 
most distinctive. All in all, a grand job.”—Clifton 
O. Dummett, chief, dental service, Veterans Ad- 
ministration Hospital, Tuskegee, Ala. 


“Congratulations for the ‘new look’ and ‘new 
approach’ in DENTAL ABSTRACTS. The addition of 
color to the cover is most welcome . . . . DENTAL 
ABSTRACTS has always been most valuable to me 
and all its readers for the clear, concise abstracts 
on the important publications from all over the 
world. No other magazine offers such a wealth of 
knowledge so convenient and attractive in its 
presentation.”—L. E. Kurth, Chicago 


“Congratulations on the transformation of DEN- 
TAL ABSTRACTS. It’s a wonderful job.”—Bill 
Howard, executive secretary, Texas Dental Asso- 
ciation, Dallas, Texas 
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a new 
nasal anesthesia 


mask for oral 
surgical procedures 


ARTHUR H. BULBULIAN; R. QUENTIN ROYER, AND 
CHARLES J. RESTALL, ROCHESTER, MINN. 


Figure 1 Close-up of patient with mask and intra- 
oral mouth prop 


Hitherto, it has been difficult to administer anes- 
thetic gases via the nasal route to patients under- 
going oral surgical procedures, because of the lack 
of an efficient, comfortable device to connect the 
supply of anesthetic gases and the nasal passages 
without interfering with the surgeon’s operations 
in the oral cavity. Conventional nasal masks were 
too bulky and could be easily dislodged during 
oral surgical manipulations. 

A masklike nasal device (Fig. 1) for adminis- 
tering anesthetic gases for oral surgical procedures 
has been designed which embodies the following 
five prerequisites: (1) can be quickly applied to 
the patient’s nose with minimal manipulation and 
discomfort; (2) is self fitting, almost self retaining 
and not dependent on excessive pressure to pro- 
duce a proper seal; (3) has a minimum of periph- 
eral facial contacting surface, particularly along 
the region of the upper lip; (4) resists dislodge- 
ment during oral surgical procedures, and (5) 
provides adequate passageway for the free flow 
of gases. Clinical tests over a period of two years 
have shown the mask to be comfortable, efficient 
and effective. It allows an inhalation agent such 
as nitrous oxide to be effective, even during the 
induction stages of anesthesia. 

The mask utilizes the characteristic anatomic 
contour of the nasal vestibules. The inner aspect 
of the mask (Fig. 2) incorporates a pair of tubular 
open-end plugs which duplicate the contour of 
the nasal vestibules. The mask is made up of two 
layers instead of the usual one. The inner layer 
of the mask, which integrates with the outer ends 
of the vestibular tube, drapes itself snugly over 
the lower half of the nose and thus serves pri- 
marily as a retaining device for the vestibular 
plugs (Fig. 3). The inner layer then folds over 
itself and becomes the outer layer. Ample separa- 
tion of the outer and inner layers permits free pas- 
sage of gases. The space between the two layers 
becomes continuous distally with the lumens of 
a pair of symmetrically located inlet tubes which 
are directed superiorly and follow the contour of 
the face. The lower portion of the mask in contact 
with the upper lip is very narrow, resulting in 
free mobility of the upper lip. The anchorage of 
the mask in the nasal vestibules combined with its 
fit over the external surface of the lower part of 
the nose make it almost a self-retaining device, 


eliminating the need for excessive external pres- 
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Figure 2 (Above) Inner aspect of mask shows po- 
sitions of tubular vestibular plugs 


Figure 3 (Above, right) Partial cutaway view of 
mask in position. Note how outer ends of vestibular 
plugs flare out and become continuous with inner 
layer of mask, which drapes itself over anterior por- 
tion of nose and then folds on itself to become con- 
tinuous with outer layer. Space formed between these 
two layers merges into lumens of bilateral tubes that 
supply anesthetic gases 


Figure 4 (Right) Position of mask during opera- 
tion in oral cavity. Note degree of traction on upper 
lip that can be accomplished without disturbing fit 
of mask 


sure or elaborate straps to hold it in place. The 
symmetrically placed supply tubes help to stabi- 
lize and retain the mask in place (Fig. 4). 

The use of flexible material (prevulcanized 
latex) eliminates the necessity of having many 
sizes of masks. Two sizes—a small and a large— 
have sufficed to accommodate most patients. 

For uncomplicated oral surgical procedures, the 
mask is utilized as follows: a vein of the forearm 
is punctured with a 20-gauge intravenous needle. 
The needle is connected to a glass observation 
tube or to disposable inner tubing which leads to 
a 20 cc. Luer-Lok syringe via a long rubber tube. 
The syringe is fastened to the headrest where it 
can be manipulated by the anesthetist who sup- 


ports the head. A test dose of an intravenous anes- 
thetic agent is injected. An intraoral mouth prop 
then is inserted between the upper and lower 
jaws. Nitrous oxide and oxygen are caused to flow 
into the nasal passages at a high flow rate, such as 
9 liters nitrous oxide and 3 liters oxygen per min- 
ute. For patients requiring greater oxygenation, 
the proportion of 50 per cent nitrous oxide and 50 
per cent oxygen is used. 

Just as the patient is beginning to experience 
analgesia and before the stage of excitement, an 
additional dose of the intravenous anesthetic 
agent is injected. A barricade is formed between 
the operating field and the throat by placing the 
lower end of a cotton-filled sponge in the crevice 
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between the tongue and mandible; the upper end 
of the sponge is placed against the palate. This 
aids in preventing respiration of room air through 
the mouth and increases the efficiency of the 
anesthetic gases inspired through the nasal mask. 

Although the nasal mask was designed for the 
administration of anesthetic gases for oral surgical 
procedures, it can be used in the field of inhalation 
therapy where comfort, ease of retention and ef- 
fective seal are important. 


Bulbulian, Arthur H.; Royer, R. Quentin, and Rest- 
all, Charles J. Mayo Clinic, Rochester, Minn. A new 
nasal anesthesia mask specially designed for oral 
surgical procedures. Proc.Mayo Clin. 36:105-112 
March 1, 1961 


General anesthesia emergencies in dentistry: 
their prevention and treatment 


Emergencies which occur while the patient is 
under general anesthesia in the dental office af- 
fect the respiratory, cardiovascular, nervous or 
gastrointestinal systems. Such emergencies call 
for prompt action. 

The most common emergencies occurring dur- 
ing general anesthesia are respiratory, and are 
caused by (1) mechanical obstruction, (2) 
physiologic obstruction, or (3) organic disorders. 

Mechanical obstruction may be caused by an 
incorrect position of the patient in the dental chair. 
The chin always should be elevated to assure an 
open airway. Blood, mucus, a soggy sponge or a 
loose tooth may cause mechanical obstruction of 
the airway if allowed to pass into the pharynx 
and larynx. A properly placed mouth pack will 
prevent any foreign body from entering and ob- 
structing the airway. When a mouth pack be- 
comes soaked with blood and mucus, it should be 
replaced by a new pack. Suction always must be 
available and used constantly to remove secre- 
tions, blood and debris. 

Physiologic obstruction of the airway can be 
caused by laryngeal spasm or bronchial spasm. 


Laryngeal spasm can be stopped by removing the . 


stimulating cause or by deepening the anesthesia. 
The administration of an additional 2 or 3 cc. of 
2 per cent thiopental sodium will deepen the plane 
of anesthesia and stop the spasm. If this measure 
fails, the administration of 0.5 to 1 cc. of suc- 
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cinylcholine chloride will produce sufficient re- 
laxation of the vocal cords to break the spasm. 

Since laryngeal spasms usually are caused by 
irritations of the vocal cords or by painful stimuli 
during very light anesthesia, they can be pre- 
vented by a properly placed mouth pack, and by 
starting operative procedures lightly and slowly. 

Bronchial spasm is characterized by an asthma- 
like wheezing respiration. If oxygen administered 
under pressure does not correct the spasm, 
aminophylline, 7.5 grains, should be administered 
slowly, intravenously. 

The treatment of cardiac standstill is to re- 
establish myocardial circulation by closed chest 
massage of the heart until the heart responds to 
stimulus. The stimulus provided by several sharp 
blows on the chest over the heart is a good emer- 
gency technic which may result in contraction of 
the heart muscle. 

Ventricular fibrillation can be stopped by elec- 
trical induction shock. Atropine can greatly min- 
imize and prevent ventricular fibrillation. 

When a patient remains in a stupor for a con- 
siderable time after nitrous oxide or intravenous 
anesthesia, the chances are that he has been in 
too deep an anesthesia and that hypoxia has re- 
sulted. The usual signs of hypoxia are a cold, 
clammy sweat, pallor, irregularity in or cessation 
of respiration, twitching of the skeletal muscles, 
dilatation of the pupils, and a slow, feeble pulse. 
The alert anesthetist can detect the early signs 
of hypoxia, and correct the condition by increas- 
ing the oxygen content of the anesthetic and by 
making certain that the airway is patent. 

The most important gastrointestinal emergency 
is aspiration of the contents of the stomach. The 
ambulatory patient must be instructed regarding 
the taking of food prior to surgical procedures to 
be done under a general anesthetic. In emergency 
surgery, the stomach can be emptied of its con- 
tents by mechanical stimulation of the epiglottis. 
If vomiting occurs while the patient is under the 
anesthetic, his head should be lowered to the side, 
all food cleaned out of the oral cavity, and fluids 
aspirated with a wide lumen suction tip. Oxygen 
should be administered to lighten the plane of 
anesthesia and restore the cough reflex. 

Every dentist administering a general anes- 
thetic should have a preconceived plan of action 
in the event an emergency should occur. An emer- 


| 
| 
| j 
| 
: 
| 
| 
| 
| 
| 
| 
| 
. 
| 
| 
: 


518 DENTAL ABSTRACTS ¢ SEPTEMBER 1961 


gency tray, containing all drugs and instruments 
to be used in emergencies, must be available 
readily. Emergency drill should be practiced reg- 
ularly to assure proficient teamwork. Preanes- 
thetic evaluation of the patient is imperative. 


Seldin, Harry M. 57 West Fifty-seventh Street, 
New York, N.Y. Prevention and treatment of general 
anesthesia emergencies in dental practice. J.Oral 
Surg.,Anesth.& Hosp.D.Serv. 19:183-190 May 1961 


The use of halothane in dental anaesthesia 


In a serial investigation of dental anesthesia, 
1,956 unselected patients were anesthetized with 
halothane delivered from a noncompensated tri- 
chlorethylene vaporizer. The patients, ranging 
in age from 3 to 82 years, were treated in private 
dental offices. All interventions were performed 
with the chair tilted back at an angle of about 30 
to 40 degrees from the horizontal. The patients 
never were permitted to sit up until the pro- 
cedures were concluded and they were com- 
pletely awake. 

Induction in adults was obtained by four or 
five breaths of pure nitrous oxide after which 
halothane and oxygen were introduced, first at 
low concentration, subsequently increased gradu- 


ally at every four or five breaths until a maximum 
concentration of about 1 per cent was attained in 
women, and between 1 and 2 per cent in men. 
Patients generally were ready for operation 
within about two minutes after application of the 
mask. In interventions of short duration (such as 
the extraction of one or a few teeth), halothane 
was turned off at the beginning of the extraction, 
the patient being carried on the anesthetic al- 
ready inhaled for a further two or three minutes. 
The routine for children was similar except that 
oxygen was started earlier and the concentration 
of halothane always was kept below 1 per cent. 

In this series, halothane demonstrated numer- 
ous advantages over the mixtures traditionally 
used in the past. A fast induction, an adequate 
degree of anesthesia, a prompt recovery usually 
free from nausea, vomiting or disturbing dreams, 
make halothane the agent of choice in reinforcing 
nitrous oxide in dental anesthesia. 

Halothane can be used in a wide range of pa- 
tients, from the very young to the very old, from 
the teetotaler to the alcoholic, from the placid to 
the apprehensive. It also is effective in unpre- 
medicated patients. 


Lortie, Edouard. 6531 Molson Street, Montreal, 
Quebec, Canada. The use of halothane in dental 
anaesthesia. J.Canad.D.A. 27:77-81 Feb. 1961 
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History 


The history of stomatological education 
in prerevolutionary Russia 


Peter the Great (1682-1725) had some knowl- 
edge of dentistry. On his trips abroad, he encour- 
aged foreign physicians and dentists to come and 
practice in Russia. The first license for dental 
practice in Russia was given to a French dentist, 
Frangois Lubral, on May 6, 1710. Later, all for- 
eign dentists who wished to practice in Russia 
had to undergo examination by the Medical 
Board. The first examination was taken by F. Hof- 
man, a native of the Russian territory Liflandia, in 
1730. 

At the beginning of the nineteenth century, for- 
eign dentists in Russia began to be replaced by 
Russian dentists. 

In the first “List of Russian Doctors” published 
in 1809 were the names of 18 dental surgeons, of 
whom one had a Russian name—Ilya Luzgin. In 
the “Laws for Examinations for Physicians and 
Dentists” published in 1810, the terms “dental 
surgeon” and “dentist” were omitted, and the 
term “dental doctor” substituted. 

In 1838 further laws were passed requiring that 
the would-be dentist serve an apprenticeship of 
not less than three years with a recognized dental 
practitioner. The list of Russian doctors for 1840 
included 80 dentists; by 1883 the number of 
dentists listed had risen to 441. 

Y. L. James-Levy, a dentist, in a paper pub- 
lished in 1896, proposed that the training for den- 
tists be improved. He asserted that whereas al- 
most all other countries had specialized schools 
for the training of dentists, such training was 
absent in Russia. James-Levy urged that special 
dental institutes be created. 

At a congress of Russian naturalists and doctors 
in 1879, Professor Skliffossovsky proposed that 
the training of dentists be carried out at univer- 
sities by the faculties of medicine. In 1881, F. I. 
Vajinsky, a dentist, obtained permission from the 
Ministry of Internal Affairs to launch the first 
Russian dental school, which was opened formally 


in 1881 in St. Petersburg. At this school, students 
were accepted who had completed at least four 
years of secondary school; the dental course lasted 
two and a half years. In its first ten years, the 
school graduated 219 dentists. Almost simulta- 
neously, courses in dentistry were organized at 
Vilna, Lithuania. At a professional meeting at St. 
Petersburg in 1884, A. K. Limberg urged the need 
for higher educational standards for Russian den- 
tists; he criticized current systems of training, and 
proposed that only a university type of training 
prevail. In 1885 the Medical Council of the Min- 
istry of Internal Affairs set up a commission to 
review dental education and licensure. In its final 
recommendations the commission recognized the 
possibility of establishing dental schools under 
private initiative, side by side with university 
training for dental students; the result was that 
the government rejected university education for 
dentists and accepted the idea of private dental 
schools. 

Some attempts were made, however, to teach 
dentistry at the medical faculties of universities. 
An assistant professorship for dental diseases was 
established at the Faculty of the Surgical Clinic 
of Moscow University in 1885. In 1892 an assist- 
ant professorship in odontology was established 
at the Military Medical Academy at the Univer- 
sity of St. Petersburg, and in that year A. K. Lim- 
berg began to deliver a course of lectures on den- 
tal disease at a clinical institute. 

In May 1891, government proposals for re- 
organizing the training of dentists legislated for 
two categories of dental practitioners—dental 
surgeons and dentists. Dental schools were 
founded under the aegis of the Ministry of In- 
ternal Affairs for those wishing to become dental 
surgeons. In the same month, “normal regula- 
tions” for dental schools were approved, stressing 
that dental schools should be opened only in uni- 
versity towns, and that the entrants should have 
not less than six years of general education at a 
secondary school. The course of training at the 
dental schools lasted two and a half years. 

However, the government disliked opening and 
maintaining dental schools at its expense. The 
question of ending apprenticeship for dentists was 
not decided; not until May 1900 were students no 
longer accepted as “dentists.” 

The first dental school to be opened in accord- 


ance with the requirements of the “normal regula- 
tions” was established in Warsaw in August 1891 
by James-Levy. Other Russian dental schools, 
with the year of their founding, their founder, 
and their location, were as follows: October 1891, 
T. A. Titchinsky, Odessa; August 1892, I. M. 
Kovarsky, Moscow; 1897, Grife (a German den- 
tist), Moscow; 1907, Izatchikov, Moscow, and 
1908, Vilga, Moscow; September 1893, E. F. 
Vongl-Svidyersky, St. Petersburg; September 
1902, I. S. Pashutin, St. Petersburg; 1905, A. D. 
Sutkin, St. Petersburg. In 1900 a dental school 
was opened in Katherinsslavia; in 1901 in Riga, 
and in 1905 at Tiflis. 

By 1898 nine dental schools were functioning 
in Russia; in 1908, 25; in 1913, 24, and in 1916, 
on the eve of the revolution, 20. By 1900 the num- 
ber of dental practitioners had reached 1,657; by 
1910, 5,966, and by 1913, 6,700. 

The dental societies formed at the end of the 
nineteenth century were concerned with the re- 
form of dental education and played a leading 
part in the organization of dental congresses. At 
the second All-Russian Dental Congress held in 
July 1899 at St. Petersburg, the participants fa- 
vored the abolition of the system of training by 
means of apprenticeship, and adopted resolutions 
urging that the dental schools be renamed dental 
institutes and placed under the jurisdiction of the 
Ministry of Public Education. 

In 1906 the first delegated congress of dental 
societies was held in Moscow; at this congress, 
the societies united to form the Union of Russian 
Dentists. Delegates urged the establishment of 
dental institutions and a four-year dental course. 

At the Fifth All-Russian Dental Congress held 
in July 1907, delegates criticized the teaching in 
the dental schools as inadequate, and the inspec- 
tion by medical inspectors as deficient. A request 
from the Congress that the training of dental 
surgeons be transferred to the jurisdiction of the 
Ministry of Public Education was granted, but 
there was little change, the dental schools remain- 
ing in private hands; furthermore, the govern- 
ment allowed dental schools to be established in 
nonuniversity towns. 

From 1911 to 1913, two programs were pro- 
posed to reform dental education in Russia. The 
Ministry of Public Education proposed to 
strengthen the system of private dental schools, 
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and to extend the curriculum and increase the 
duration of dental education to three and a half 
years. The Union of Russian Dentists proposed 
the organization in university towns of both gov- 
ernment and private dental schools, and broad- 
ening the teaching of medical science in the den- 
tal schools. In 1914 the State Council ratified, 
with little amendment, the program of the Min- 
istry of Public Education, but the old order of 
training of dental surgeons remained unaltered 
until the revolution in October 1917. After the 
revolution, dental surgeons began to be trained at 


higher medical schools. 


Bassalyk, D. A. Moscow Stomatological Institute, 
Moscow, U.S.S.R. The history of stomatological edu- 
cation in prerevolutionary Russia. Stomat., Moscow 
40:1:82-88 Jan. 1961 


Undergraduate 


Dental education in Germany 


The author, president of the Dental Council of 
India, visited dental institutions in West Germany 
and Austria in June and July 1960. 

In West Germany, 16 dental schools exist at 
present, some of them still associated with the 
medical faculties of the universities. Since 1955, 
the Dentisten (a lower class of dentists) have not 
been entitled to practice. A Zahnarzt (dentist) 
studies for five years (five medical and five dental 
semesters) and has to pass a state examination 
to receive his diploma of DR.MED.DENT. Because 
the curriculum is almost uniform in all West Ger- 
man universities, it is common for dental students 
to change from one dental school to another to 
receive a better training in a particular subject 
from a professor outstanding in a certain spe- 
cialty. 

After receiving his diploma, the graduate stu- 
dent may continue to study at the dental school, 
to act as an instructor and to write a doctoral 
dissertation. 

There are postgraduate courses available, but 
no postgraduate degree exists. After receiving the 
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DR.MED.DENT. degree, the young dentist may 
work for three years in the oral surgical or the 
plastic surgical clinic to qualify as an assistant; 
after a further three to four years devoted to re- 
search projects, he obtains the academic title of 
a Dozent which later may lead to his appointment 
as a professor in one of the dental specialties. 
Dental specialists are called Facharzt. 

Except for a few dental schools housed in old 
buildings, most West German dental schools pos- 
sess well-designed buildings and ultramodern 
equipment. Especially noteworthy are the new 
buildings of the dental schools of the universities 
in Bonn (opened in December 1959), Freiburg/ 
Breisgau (opened January 1960) and of the Free 
University of Berlin (opened in 1956). These and 
some of the other schools are equipped with 
motor chairs, and the latest dental units incor- 
porating Borden Airotors. Each dental student 
has his own partitioned working space and instru- 
ment cabinet, containing two sets of instruments 
for two students, one of whom works in the morn- 
ing and the other in the afternoon. A dental nurse 
assists the senior student who usually works in 
a sitting position. Most procedures performed in 
the dental clinics are carried out on patients 
whose fees are covered by the social health in- 
surance program. The director of the dental 
school and some department heads are permitted 
to practice dentistry in separate modern dental 
offices which usually are located in the school’s 
hospital. 

The orthodontic clinics of several dental schools 
are equipped with modern dental chairs and 
units, exhibiting matching colors. Each parti- 
tioned working space is of a different color, so 
that the child patient visits automatically the of- 
fice to which he was initially assigned. The Haupl- 
Andresen activator is used in most instances, and 
A. Martin Schwarz’ orthodontic appliances in 
others. Fixed orthodontic appliances are seldom 
used. 

In the Dental School of the Free University of 
Berlin, each department has a different matching 
color scheme. The school’s library contains 20,000 
books. 


The standard of training in oral and plastic 
surgery, orthodontics and prosthodontics is ex- 
tremely high, and is equal and in some instances 
even higher than that maintained by American 
dental schools. 

All oral surgical operations are performed in 
the hospitals associated with the dental schools. 
Most oral surgical departments have their own 
wards, and well-trained nurses and dentists with 
medical qualifications are in constant attendance. 

Lecture theaters and auditoriums are modern, 
and some of them are equipped with television 
units to demonstrate procedures to a compara- 
tively large audience (up to 250 students). 

School dental service is available to patients 
from 3 to 20 years old. They receive free treat- 
ment under the social health insurance program. 
The school dental service also provides instruc- 
tion in oral hygiene to school children, distributes 
periodically free pamphlets on dental and oral 
health, a free toothbrush and free tooth paste. 
Lectures on dental health are given every month. 
Every half year, the children are given thorough 
examinations. If orthodontic treatment costs more 
than the maximum amount provided by the social 
health insurance, the balance is charged to the 
parents. In the Dental School of the University of 
Hamburg, a separate orthodontic clinic employs 
nine full-time orthodontists who render free or- 
thodontic service to all children covered by the 
social health insurance program. 

In Austria, the dental institute of the University 
of Vienna is a part of the medical school. Den- 
tistry is regarded as a medical specialty, and every 
dentist has to obtain the M.D. degree. Austria had 
Dentisten similar to those in Germany, but this 
class of nonacademic practitioners was abolished 
in 1948. An excellent dental museum is attached 
to the institute. In Austria, the health benefits 
granted by the social health insurance program 
are greater than those in Germany; the system re- 
sembles that of the National Health Service in 
England. 


Bery, N. N. India House 122, Cumballa Hill, 
Bombay 29, India. Dental education in Germany. 
J.All India D.A. 32:255-260 Nov. 1960 
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School dental service 


Status of oral hygiene in Dutch school children 


Between 1960 and 1961, a questionnaire was dis- 
tributed to 60,000 children attending public 
schools in the rural and urban districts of the 
Netherlands. The school children, between 6 and 
14 years old, were required to give detailed in- 
formation with regard to their oral hygiene habits 
and possibly related factors. 

The results were classified according to age, sex 
and social status of the children as well as to the 
size of the community in which they were living. 
Five per cent of the children, according to their 
statements, have never used tooth paste. In the 
younger children, especially those living in 
smaller communities, this figure increases to 17 
per cent. In the children older than 10 years, espe- 
cially in those belonging to the better-situated 
middle class, the condition is more favorable. The 
best results were obtained in children belonging 
to the well-to-do classes and in those residing in 
the big cities, Amsterdam, The Hague and Rotter- 
dam. 

However, about 10 per cent of the children 
stated that they never have brushed their teeth; 
roughly 50 per cent said that they brushed “now 
and then,” and 30 per cent asserted that they 
brushed their teeth every day. Only 10 per cent 
replied that they used toothbrush and tooth paste 
after each meal. 

However, 25 per cent of the children stated 
that their parents did not insist on their carrying 
out oral hygiene procedures of any kind. There 
appeared to be a statistically significant difference 
in the replies to this question between the various 
age groups, lower, average and higher income 
classes, as well as between boys and girls. Boys 
were more careless regarding oral hygiene than 
girls. In oral hygiene as well as in dental care, the 
children’s environment appears to be the most 
significant factor. 

About 50 per cent of the children admitted that 
they receive sweets between meals or at bedtime. 


In this respect, the figures for boys were less 
favorable than those for girls. 

About 14 per cent of the children stated that 
they have to share a toothbrush with other chil- 
dren or with their parents. 

According to the children’s replies, not more 
than 55 per cent of the mothers and 45 per cent 
of the fathers use toothbrushes or tooth pastes 
regularly (at least once a day). The fact that 
mothers are more inclined to care satisfactorily for 
their teeth than the fathers appeared to demon- 
strate a similar tendency in adults as has been 
observed in the comparison between girls and 
boys. 

About 50 per cent of the children stated that 
they underwent during the previous year (1959) 
dental examinations or treatments at least twice 
a year; 15.5 per cent, once a year; 25 per cent 
only occasionally, and 9.5 per cent not at all. 


Birman, O. Dental Research Laboratory, Amers- 
foort, The Netherlands. Een enquéte over mondhy- 
giene bij schoolkinderen. Mededelingen Medinos- 
Prodent Res. 18:1-28 Dec. 1960 


Miscellaneous 


Instructions to parents 
for brushing the child’s teeth 


A technic for brushing the teeth of very young 
children can be taught parents by the dentist, 
the dental hygienist or the dental assistant. 

It is advisable to have a new brush to offer the 
patient and to use it in the demonstration. A 
brush with bristles of medium stiffness, and a 
dentifrice containing stannous fluoride, are rec- 
ommended. 

Figure 1 illustrates the proper approach. The 
child stands in front and leans her head back 
against the parent. The parent uses the left lower 
arm to cradle the child’s head for support and 
stabilization, while the fingers of the left hand are 
used to retract the lip, leaving the right hand free 
to do the brushing. In this position, the labial and 
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lingual surfaces of the lower anterior teeth can 
be brushed. 

Figure 2 illustrates the approach to brushing 
the buccal and lingual surfaces of the lower pos- 
terior teeth. 

Figure 3 illustrates the position used in brush- 
ing the upper teeth. The child’s head is tilted 
sharply backward, to provide the parent with a 
full view of the upper arch. The forefinger of the 
parent’s left hand is used to retract the lips or 
cheek; the right hand is free to brush the buccal, 


Figure 1 (Right) Correct approach to brushing the 
child’s teeth 


Figure 2 (Below, left) The proper approach for 
brushing the lingual, buccal and occlusal surfaces of 
lower posterior teeth 


Figure 3 (Below, right) The proper approach for 
brushing the maxillary teeth 
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lingual and occlusal surfaces of the upper molars, 
and the labial and lingual surfaces of the upper 
anterior teeth. 

It is suggested that the teeth be brushed after 
each time the child eats, and that the scrubbing 
method be used for the preschool child not yet 
capable of performing an efficient toothbrushing 
act. 

If a dentist teaches the parent to brush the 
child’s teeth when the child is too young to do it 
himself, the child will benefit from the esthetic 
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effect, from the stimulating effect on the gingival 
tissues, and from the possible reduction in dental 
caries. 

This is an excellent way to establish in the child 
an understanding of the importance of caring for 
his teeth. When he is old enough, he will continue 
the toothbrushing habit himself. 


Starkey, Paul. School of Dentistry, Indiana Univer- 
sity, Indianapolis 2, Ind. Instructions to parents for 
brushing the child’s teeth. J.Den.Children 28:42-47 
March 1961 


Caries etiology and control 


Dental caries, causative factors 
and a proposed method of prevention 


Among the known facts about the etiology of den- 
tal caries are these: 

1. Caries incidence is influenced by the 
amount of fermentable carbohydrates in the diet. 

2. Bacteria normally found in the mouth pro- 
duce enzymes which will ferment carbohydrates 
to form lactic acid. 

3. Acid invariably is present in the carious 
lesion. 

4. Normal whole saliva will inhibit the forma- 
tion of acid from carbohydrates. Saliva, in bulk, 
is protective by mechanical removal of carbo- 
hydrate debris, by dilution and neutralization of 
acid, and by the action of buffer salts which re- 
sist changes in pH. 

From these four basic facts it can be reason- 
ably accepted that if fermentable carbohydrates 
come into contact with dental plaques, fermenta- 
tion will occur with eventual formation of acid 
of a sufficient concentration to demineralize en- 
amel, but that this can occur only under certain 
specific conditions. The acidogenic materials, 
that is, carbohydrates and bacterial plaques, must 
remain in contact with the enamel long enough 
to produce acid at pH 5.0 or lower (several min- 
utes at least) before any attack on the enamel 
can even begin. An effective barrier must be 
maintained between the acidogenic material and 


the inhibitory saliva during this minimal length 
of time, to permit the development of caries. 

The barrier may consist of insoluble or slowly 
soluble solids lodging in crevices where caries 
occurs. These solids need not play any active part 
in the carious process but their presence is es- 
sential for the development of caries. This 
theory—that there are three essentials (ferment- 
able carbohydrates, bacterial enzymes and a sali- 
vary barrier)—clarifies the circumstances in 
which caries will develop and is in keeping with 
the clinical picture. 

On the hypothesis that caries can occur only 
under a salivary barrier of food debris which has 
remained in place for several minutes, a rational 
preventive treatment should be used in a form 
which can be applied conveniently within a few 
minutes after every meal, and should eliminate 
the debris or render it harmless. Although the 
toothbrush is an invaluable tool of prevention in 
that it does remove debris, it cannot remove all 
debris and cannot be used within a few minutes 
of every meal. The use of an additional method 
is indicated. 

Food debris is impacted in crevices under mas- 
ticating stress. Perhaps preventive measures could 
be applied by chewing a tablet containing inhibi- 
tory substances immediately after meals. 

Ingredients of such a tablet should inhibit en- 
zyme activity, neutralize and prevent acid forma- 
tion, and be nontoxic, relatively insoluble and 
have an acceptable flavor. 

Experimental tablets produced by using about 
30 formulas now are being tested clinically on a 
limited scale. The tablets have an alkaline mag- 
nesium salt as a base, and incorporate sodium 


fluoride as an enzyme inhibitor. 


Gilders, B. T. Arcade Chambers, Station Road, 
Claston-on-Sea, Essex, England. Dental caries, causa- 
tive factors and a proposed method of prevention. 
Brit.D.J. 110:17-20 Jan. 3, 1961 


Nutrition and dental caries 


Although no specific nutritional formula has been 
presented which promotes satisfactorily the de- 
velopment of healthy, caries-resistant teeth, the 
fluoridation of drinking water and the recom- 
mendation of a diet consisting of seven basic 


food groups will provide an arrest of the steady 
increase in the caries incidence. These seven 
basic food groups are as follows: (1) leafy, green 
or yellow vegetables (one or more servings 
daily); (2) citrus fruits, tomatoes, raw cabbage 
and other foods rich in vitamin C (one or more 
servings daily); (3) potatoes, other vegetables 
or fruits (two or more servings daily); (4) milk 
and milk products (three to four servings daily) ; 
(5) meat, poultry or fish (one serving daily); 
(6) bread, flour and cereals (every day but 
served not in excess and free of sugars), and (7) 
butter or fortified margarine (two small servings 
daily). This diet should be recommended by den- 
tists because it contains a maximum of the nu- 
tritional elements necessary for repair and re- 
placement of cellular tissue but a minimum of 
nutritional elements conducive to caries. 

Dentists are in an enviable position to de- 
tect at an early stage oral manifestations of nu- 
tritional deficiencies which play an important 
part in impairing dental and general health. How- 
ever, before the dentist prescribes the seven ba- 
sic food group diet, the patient’s physician should 
be consulted to ascertain that there are no contra- 
indications for such a diet. 

Until the time dental research has developed 
a method to eliminate caries, all health services, 
schools, federal and local governments and the 
general public must cooperate in the fight against 
caries. Proper nutrition will play an important 
part in this fight because it will not only reduce 
the incidence of caries in the child population 
but also add several years to the lives of the 
gradually aging adult population. 


Cremer, Hans Diedrich. Wilhelmstrasse 20, Gies- 
sen, Germany. Ernihrung und Karies. Deut.med.]. 
12:89-92 Feb. 20, 1961 


Relationship between saliva and dental caries 


The influence of saliva on the development of 
dental caries is most clearly demonstrated by the 
increase in the incidence of caries observed in 
patients with no or a substantially reduced sali- 
vary secretion. Impairment of salivation may be 
due to pathologic conditions in man or to a re- 
moval of the salivary glands in experimental ani- 
mals. 
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The secretion rate, flow and amylase activity of 
the saliva, its glucose clearance and lactate con- 
tent after intake of carbohydrates were investi- 
gated at the Royal Dental School in Stockholm, 
Sweden. 

The patients, between 20 and 30 years old, 
were divided equally into two groups. The first 
group consisted of patients with a very high car- 
ies frequency, whereas the second group con- 
sisted of patients with a comparatively low caries 
frequency. 

The caries-susceptible group showed a higher 
level of sugar and lactate in the saliva during the 
first 30 minutes immediately after the ingestion of 
carbohydrates. 

Positive correlation was found in both groups 
between the contents of glucose and lactate. 
These differences and relationships were statis- 
tically significant. 

However, no significant trends toward higher 
values in secretion or flow occurred in the caries- 
resistant group. There was a positive correlation 
found in this group between the secretion and 
flow rates and the glucose and lactate elimination. 
The amylase activity revealed no differences be- 
tween the groups, and no consistent relation to 
other factors which may promote or produce 
caries. 


Ericsson, Yngve. Royal Dental College, Stockholm 
3, Sweden. Die Beziehungen zwischen Speichel und 
Karies. Deut.zahnarztl.Zschr. 16:164-170 Feb. 1, 
1961 


Anticariogenic effects of vanadium 
demonstrated in experimental animals 


Two series of animal experiments to demonstrate 
the anticariogenic effects of vanadium were car- 
ried out at the Dental Clinic of the University of 
Gdansk, Poland. 

The experimental material consisted of 42 
golden hamsters. 

In the first experimental series, 21 hamsters 
received Keyes cariogenic diet, and vanadium 
pentoxide in form of an aqueous solution of 0.08 
mg. per hundred milliliters concentration (pH 
7.1) added to the drinking water. The same va- 
nadium solution was injected once a week into 
each animal. Vanadium pentoxide (V,0,;) added 
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to the drinking water obtained a distinct inhibi- 
tion of the influence of experimental caries. 

In the second experimental series, besides the 
same cariogenic diet, a vanadium solution with 
a higher concentration was employed for in- 
jections only. The solution was prepared in such 
a manner that each animal received the identical 
amount of vanadium independent from the mode 
of injection. The greatest inhibition of caries was 
obtained by injection of 1 ml. of vanadium pent- 
oxide in a 0.28 mg. per hundred milliliters con- 
centration (pH 7.9). 

In both experimental series, no pathologic 
changes in the liver or the kidneys were observed. 
Hematologic examinations did not reveal any sig- 
nificant change in the blood picture which could 
be associated with the intake of vanadium. How- 
ever, when toxic doses of vanadium pentoxide 
were added to the drinking water, generalized 
symptoms of poisoning appeared during the 
seventh experimental week, that is, after an aver- 
age total intake of 8 mg. of vanadium pentoxide 
by each experimental animal. In those instances, 
histologic examinations revealed the presence of 
severe pathologic changes in the liver and kid- 
neys. 


Lutomska, Ksenia; Pawlak, Jadwiga, and Grusz- 
czyhska, Krystyna. Stomatological Clinic, Univer- 
sity of Gdatisk. Orzeszkowej 18, Gdansk, Poland. 
Wplyw wanadu na zwierzeta doswiadczalne. Czas. 
stomat. 14:89-98 Feb. 1961 


Comparative study of caries experience 
in Adventist and other children 


In 1959 the caries experience of 290 Seventh Day 
Adventist children who had been in continuous 
residence since birth in Prince Georges and Mont- 
gomery counties, Maryland, was compared with 
that of 1,438 continuous resident public school 
children of the same area. All children are in the 
zone served by the Washington Suburban Sani- 
tary Commission which began fluoridating its 
water in December 1951. 

For ages 6 through 9 years, the DMF rate for 
Adventist children was slightly but not impor- 
tantly lower than that for the control group of 
public school children. From age 10 through 14 
years, the mean number of DMF teeth for Ad- 
ventist children is noticeably lower than for the 


control group; the differences are significant for 
ages 12 and 13 years. 

The findings suggest that if there is a caries- 
inhibitory factor in the Adventist way of life, it 
is active in children 10 years of age and older. 
Downs, Dunn and Richie (1958) in their report 
of caries experience of Adventists and non-Adven- 
tists in Colorado, suggested that the lower rate 
among the Adventists might result from their 
educational program which discourages the ex- 
cessive use of sweets and snacks between meals. 


Donnelly, Charles J. National Institute of Dental 
Research, Public Health Service, Bethesda, Md. A 
comparative study of caries experience in Adventist 
and other children. Pub.Health Rep. 76:209-212 
March 1961 


A stannous fluoride, silex, 
silicone dental prophylaxis paste 


Incorporation of an effective anticariogenic agent 
into a dental prophylaxis paste would insure the 
patient’s receiving a simultaneous caries-preven- 
tive treatment with each cleaning and polishing 
procedure. 

A stannous fluoride, silex, silicone dental pro- 
phylaxis paste has been formulated that more 
effectively inhibited the in vitro solubility of 
phosphorus in tooth structure than did a topical 
application of 10 per cent stannous fluoride. 

The experimental paste was formulated as fol- 
lows: The dry ingredients were silex (ground 
quartz) silicon dioxide, mesh, extra-fine; stannous 
fluoride, 100 per cent, 40 mesh, and cyclamate 
sodium with saccharin, tablet. The liquid in- 
gredients included: silicone, Dow Corning no. 
555 fluid; liquid petrolatum, USP (heavy); oil 
of orange (concentrated) and oil of anise (con- 
centrated ). 

Two grams each of silex and stannous fluoride 
were weighed and mixed. One fourth of the 
finely ground Sucary] tablet (about 13 mg.) was 
added, and the ingredients thoroughly mixed. For 
every 4 Gm. of the mixture of dry ingredients the 
following liquids were added: silicone fluid, 0.1 
ml.; liquid petrolatum, 0.4 ml.; oil of orange, 0.2 
ml., and one drop of anise oil. 

The increase in effectiveness of the experi- 
mental paste possibly is due to a series of con- 
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current and synergistic reactions. When the pro- 
phylaxis paste is used, the placement of stannous 
fluoride on the tooth structure and the cleaning 
action of silex occur simultaneously; the possibil- 
ity of saliva’s contaminating the field thus is elim- 
inated, and a maximum anticariogenic effect in- 
sured. 

Silex appears to potentiate the protective effect 
of stannous fluoride. The use of liquid petrolatum 
as the moistening agent increases the effectiveness 
of the mix. 

Effectiveness of the paste appears to be related 
linearly to the ratio of stannous fluoride to silex, 
at least for the range 1:1 to 1:7. A decrease in the 
concentration of stannous fluoride causes a de- 
crease in the protective effect of the paste. 

Until proved otherwise, any future use of this 
paste should not obviate the requirement for a 
topical application of a 10 per cent solution of 
stannous fluoride. Instead, it is intended to be 
used in the cleaning and polishing phase of the 
prophylactic treatment as another method of de- 
creasing the solubility of the tooth surface. Thus, 
with no additional time or manpower require- 
ments, the benfits derived from the use of the 
paste can augment those of the subsequent stan- 
nous fluoride application. 

The effectiveness of the paste did not decrease 
over a five week period. 


Segreto, Vincent A.; Harris, Norman O., and Hes- 
ter, Warren R. School of Aviation Medicine, Brooks 
Air Force Base, Texas. A stannous fluoride, silex, 
silicone dental prophylaxis paste with anticariogenic 
potentialities. J.D.Res. 40:90-96 Jan.-Feb. 1961 


Fluoridation: the case for action 


Opposition to fluoridation of community water 
supplies continues unabated in all parts of the 
country, despite the accumulating scientific evi- 
dence. Although the usual reaction of the profes- 
sional groups concerned with this problem has 
been to emphasize the need for greater educa- 
tional efforts, those who oppose fluoridation are 
essentially immune to education. The problem is 
a political one. It may be useful to help govern- 
mental units and health agencies to see whether 
the fluoridation issue can be dealt with by ad- 
ministrative action. Where a referendum is re- 
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quired, proponents of fluoridation must prepare 
carefully and methodically. 

Sustained educational campaigns carried on by 
public health, dental and medical organizations 
are necessary. Education is a long-term process 
and the results are not evident immediately. 

There is need for a central organization or 
agency to provide consultation and field assist- 
ance to communities interested in fluoridating 
their water supplies. Such a suggestion has been 
made by the Survey of Dentistry in the United 
States, and those concerned with this matter must 
consider the creation of a voluntary agency for 
dental health and related problems. 

Public health people have a responsibility for 
leadership, for education, and to see that the wel- 
fare of the majority is recognized. This is the 
responsibility of the health officer, the sanitary 
engineer, the public health nurse and the public 
health dentist. Resolutions are helpful, but the 
need today is for action. 


Editorial. 1790 Broadway, New York 19, N.Y. 
Fluoridation: the case for action. Am.J.Pub.Health 
51:598-599 April 1961 


Hereditary and infectious components 
of dental caries 


A review of recent studies indicates that experi- 
mental dental caries is an infectious disease, but 
that specific levels of caries susceptibility and re- 
sistance can be inherited. 

The multifactorial nature of the etiology of 
dental cariés has complicated the investigation of 
this disease. Factors include: a bacterial agent, 
the accumulation of fermentable carbohydrates 
on and around caries-susceptible tooth surfaces, 
the quality and quantity of saliva, the inheritance 
of a proneness to or resistance to the development 
of carious lesions, and the modification of the in- 
herited susceptibility by nutritional means dur- 
ing tooth development. 

Absolute proof that dental caries was of bac- 
terial origin was not available until F. J. Orland 
and others (1954) reported that germ-free rats 
did not develop caries where comparable rats 
maintained in the usual laboratory circumstances 
on the same diet developed characteristic lesions. 
P. H. Keyes (1960) has presented data to indi- 
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cate that among experimental animals, dental 
caries is an infectious and transmissible disease. 
His experiments indicated that maternal feces 
may be the source of the caries-producing flora 
during the suckling period. Other studies by Fitz- 
gerald and Keyes (1960) stress the need to as- 
sure that the necessary oral flora for the produc- 
tion of carious lesions is present in animals used 
for experiments; otherwise, an inherently caries- 
susceptible strain of rodents fed a highly caries- 
producing diet might not develop carious lesions. 
In all probability this has happened in repeated 
experiments and may explain some of the con- 
troversies prevailing. 

Experiments by Shaw and Griffiths (1960) 
with the Hunt-Hoppert and the Harvard strains 
of rats indicate that these strains have inherited 
traits tending toward high caries-susceptibility on 
the one hand and high caries-resistance on the 
other. 


Nutrition Foundation, 99 Park Avenue, New York 
16, N.Y. Hereditary and infectious components of 
tooth decay. Nutrition Rev. 19:105-108 April 1961 


Topical applications of fluoride solutions 
in dental caries control 


The effectiveness of sodium fluoride and stannous 
fluoride solutions as dental caries preventives was 
compared in three groups of school children 7 to 
13 years old residing in Sussex and Kent counties, 
Del. One group of children received four applica- 
tions of 2 per cent sodium fluoride solution, a 
second group received four applications of 2 per 
cent stannous fluoride solution, and a third group 
received one application of 8 per cent stannous 
fluoride solution. In each child, one side of the 
mouth was treated, the untreated side serving as 
control. 

Results, 12 months after the initial examination, 
indicate that the incidence of dental caries was 
significantly lower in noncarious permanent teeth 
treated with four applications of 2 per cent 
sodium fluoride solution or 2 per cent stannous 
fluoride solution than in untreated teeth. The ef- 
fectiveness of the two solutions was essentially 
the same. 

One application of 8 per cent stannous fluoride 
was considerably less effective in preventing den- 


tal caries than either of the other two procedures. 
The reduction in the incidence of dental caries 
obtained with one application of 8 per cent stan- 
nous fluoride solution was not significant statis- 


tically. 


Law, Frank E.; Jeffreys, Margaret H., and Sheary, 
Helen C. Division of Dental Public Health and Re- 
sources, Public Health Service, Washington, D.C. 
Topical applications of fluoride solutions in dental 
caries control. Pub.Health Rep. 76:287-290 April 
1961 


Effect of highly concentrated solutions 
of stannous fluoride on human gingival tissues 


To observe the effects of fluoride solutions on the 
gingival tissues, patients with either normal or 
pathologically involved gingival tissues received 
applications of sodium chloride, sodium fluoride, 
stannous chloride and stannous fluoride at concen- 
trations ranging from 2 to 20 per cent. Koda- 
chrome photographs of the oral cavity were taken 
immediately prior to and subsequent to the topi- 
cal application. The treated gingival tissues were 
removed surgically either immediately after the 
topical applications or at intervals of 1 to 28 days 
afterward, and examined microscopically. 

Gingival tissue treated with sodium chloride or 
sodium fluoride showed no gross or histologic 
change when compared with untreated tissue. 

Patients who received topical applications of 
stannous chloride or stannous fluoride all demon- 
strated a white, shiny, smooth coating of the 
gingiva, principally at the gingival crest. The con- 
centration of stannous fluoride appeared to have 
no correlation with the amount of gross coating 
produced on the gingivae. 

No apparent harmful effects to the gingival 
tissues were observed from the use of stannous 
fluoride solutions up to and including concentra- 
tions of 20 per cent. The coating disappeared 
within 24 hours without incident. Cell morphol- 
ogy was unchanged by either the stannous fluor- 
ide or stannous chloride. 


Swieterman, Robert P.; Muhler, Joseph C., and 
Swenson, Henry M. 1121 West Michigan Street, Indi- 
anapolis, Ind. The effect of highly concentrated solu- 
tions of stannous fluoride on human gingival tissues. 
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Therapeutics 


Some headache remedies may be overpriced 


The 108 year old humble white aspirin (acetyl- 
salicylic acid tablet) remains the most versatile 
drug of all, and one of the most advertised pills. 
Acetylsalicylic acid is also the most widely used 
medicine in the world; in the United States alone 
in one year, 20 million pounds are made, over 16 
billion tablets swallowed. In 1959 the people in 
the United States bought almost 69 million dol- 
lars of plain acetylsalicylic acid and 213 million 
dollars of analgesics that combine acetylsalicylic 
acid with other ingredients. 

Americans may be wasting money by buying 
fancy, high-priced acetylsalicylic acid prepara- 
tions instead of plain acetylsalicylic acid. One of 
the most popular of the headache nostrums is so- 
called buffered aspirin which sells for almost 
twice as much as the most expensive plain variety. 
Buffered aspirins are no more than plain aspirin 
plus a pinch or two of antacid salts. The fizzing 
headache cures which are vastly more expensive 
are essentially buffered aspirin, with some citric 
acid added to make bubbles. Another popular 
acetylsalicylic acid preparation, aspirin-phenace- 
tin-caffeine (APC), sells for about double the 
price of the most expensive plain acetylsalicylic 
acid. Actually, APC is just as effective as acetyl- 
salicylic acid; the phenacetin is more toxic than 
acetylsalicylic acid. 

Although acetylsalicylic acid is a relatively safe 
drug, any drug powerful enough to do good also 
has the potential to do harm. The following rules 
are offered as a guide to acetylsalicylic acid usage: 

If the dosage has to be repeated several times a 
day for several days to relieve pain, a physician 
should be called. 

The drug never should be taken to reduce a 
fever without first consulting a physician. 

The drug should be taken with a full glass of 
water, and not on an empty stomach. 

Acetylsalicylic acid tablets deteriorate in the 
bottle with time. When the medicine bottle smells 
of vinegar or the tablets fall apart, the tablets 


that are left in the bottle should be thrown out. 


The drug should not be taken by persons with 
stomach ulcers, because the weak acidity of the 
tablet can irritate an ulcer and even cause it to 
bleed. 

Allergic reactions to acetylsalicylic acid are 
rare, but occur most frequently in persons who 
have asthma. 


Berland, Theodore. 535 North Dearborn Street, 
Chicago 10, Ill. Aspirin. Today’s Health 39:42-43, 
72-73 May 1961 


Operative dentistry 


The washed field method in oral prophylaxis 


During oral prophylaxis, some patients will waste 
40 to 50 per cent of the dentist’s time in rinsing. 
The elimination of this wasted time is achieved 
through a washed field method performed with 
the aid of a dental assistant. 

The assistant holds the ejector in her right 
hand and a combination air-water-spray syringe 
in her left hand. The water is used to flush the 
calculus as it is removed, the air to blast the 
mouth mirror clear, and the water-air spray for 
regions where water alone would splash out of 
the mouth. 

The assistant stands or sits at the patient’s left 
arm. The operator sits slightly behind and to the 
right of the patient’s right shoulder. The patient is 
in a reclined position, with his feet up and legs 
parallel to the floor, and for better operator vision 
the patient is tilted so that the upper arch is per- 
pendicular to the floor when the upper teeth are 
being scaled. When the lower teeth are being 
scaled, the patient is repositioned so that the 
lower arch is parallel to the floor. These postions 
help reduce the tendency of the patient to gag. 

The operator's vision will be facilitated if, as 
he works on the buccal surfaces of the teeth on 
the right side and the lingual surfaces of the teeth 
on the left side, the patient turns his head slightly 
to the left. The assistant then can collect the water 


in the left buccal vestibule (the lowest region 


in the mouth) while rinsing the field of operation 
with the syringe. The opposite is true when oper- 
ating on the buccal surfaces of the teeth on the 
left side and the lingual surfaces of the teeth on 
the right side. 

The scaler is cleaned of all calculus each time 
it comes out of the sulcus. The assistant is in- 
structed to keep a stream of water or spray on the 
scaler throughout the scaling instrumentation. 
The tissues should be kept moist. 

During rotary polishing the assistant holds the 
prophylaxis paste in her left hand and the ejector 
in her right hand. She follows the work around 
the mouth, picking up all paste as soon as possi- 
ble. The contra-angle handpiece is placed at the 
tip of the ejector and run for a second or two 
before a fresh supply of paste is obtained. This 
keeps the handpiece clean and minimizes splat- 
tering and the amount of paste in the patient’s 
mouth. Frequently, an entire arch can be polished 
in this manner without the necessity for flushing 
or rinsing. 

In the final rinse of the mouth, the operator 
hangs up the handpiece, retracts the patient’s 
cheek, lips or tongue and serves as the assistant 
while the girl directs the spray on the tissues to 
pick up debris. At this time, the operator can re- 
view the operation, tooth by tooth. 


Clugh, John R. Akron Savings & Loan Building, 
Akron, Ohio. The washed field method in oral 
prophylaxis. Bul.Akron D.Soc. 12:14-15 March 1961 


High-speed and ultra-high-speed 
cutting equipment is evaluated 


Four distinct methods of high-speed cutting of 
tooth structure have been developed in the past 
15 years: air abrasive ultra-high frequency, high- 
speed belt-driven rotary instruments, and air and 
water turbines. Each will cut effectively. The air 
turbines are the instruments of choice. Air tur- 
bines are available from a number of manufac- 
turers. Basically, the turbines are similar. About 
40 to 60 pounds of pressure drives the turbine 
handpiece at speeds up to 325,000 rpm. With the 
exception of one instrument, the bearings are lu- 
bricated by adding oil to the air that drives the 
turbine. Variable speed control now is available 
with air turbines. The outstanding feature of the 
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turbine is the ease with which tooth structure can 
be removed at high speeds with low torque. The 
air turbines are simply designed, with few moving 
parts. The mechanism in the control box should 
last indefinitely, and the bearings in the turbine 
head give long service with proper care. 

The armamentarium for ultra-high-speed cut- 
ting is simple. The no. 35 inverted cone bur, no. 
57 nondentated fissure bur, no. 171 nondentated 
fissure bur, and the no. 173 round cutting end 
or no. 173 pointed end cutting bur will accom- 
plish cutting procedures where the use of this 
equipment is indicated. The operator must not 
neglect hand cutting instruments and equipment 
of conventional speeds, to complement the ultra- 
high-speed equipment. 

With air turbine work, the operator must have 
adequate vision throughout the entire cutting 
procedure. Ultra-high-speed equipment may be 
used with the washed field technic, conventional 
air or water spray and saliva ejector, or with the 
rubber dam in place, using either air-water spray 
or air alone as a coolant. 

Air turbine instruments should be considered 
an addition to the present armamentarium, not a 
means of replacing it. 


Schuchard, Alfred S. School of Dentistry, Univer- 
sity of California, San Francisco, Calif. An evaluation 
of high and ultra-high speed cutting equipment. 
J.California D.A. 37:99-101 April 1961 


Anterior veneer crowns with gold backings 


An anterior veneer crown can be constructed by 
attaching a flat lingual backing to a gold coping. 
The backing is fastened to the linguogingival 
margin and the linguoincisal edge of the gold 
coping. Two inclined posts are attached at each 
side of the distal and mesial corners of the coping. 
The posts terminate at the inner incisal corners 
of the backing. 

Acrylic resin is used to cover the entire distal, 
labial and mesial surfaces of the coping, as well as 
the entire lingual surface inside the channel pro- 
duced by the backing. The acrylic resin also passes 
through the triangles formed by the two posts at 
each side of the distoincisal and mesioincisal cor- 
ners of the coping. This gives the acrylic resin 
adequate anchorage and durability. It also pro- 
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Figure 1 Left: An impression of the prepared 
tooth is made in a copper tube. Right: A stone die 


is constructed 


vides the most esthetic appearance of the anterior 
veneer crown. 

This crown can be used as a single unit or as 
an abutment for a fixed partial denture. The crown 
is easily adaptable to fixed partial dentures when 
the pontics are made with gold backings. 

The tooth is prepared for a full crown. An im- 
pression is made in a copper tube, and a stone 
die is constructed (Fig. 1). The die is placed in 
water and left until it is completely saturated. 
The surplus water is removed, and the die is 
dipped in molten wax and withdrawn instantly to 
form a wax coping. The wax coping is trimmed at 
the gingival margin and removed (Fig. 2). 

The die and coping are placed in a cast which 
has been mounted on an articulator. Two thick- 
nesses of green sheet wax (28 gauge thick) are 
added to the gingival margin of the wax coping. 
The green sheet wax is cut to the size of the 
lingual surface of the tooth, molded to overlap 
the lower incisors, and united with the incisal 
edge of the wax coping. This union leaves a space 
between the incisal edge and the linguogingival 
border of the wax coping (Fig. 3). 

Two wax posts are added at each side of the 
lower part of the wax backing. The posts extend 
to the inner surface of the wax coping (Fig. 4, 
left). The coping and backing are sprued, in- 
vested and cast (Fig. 4, right). 

The labial surface of the crown is covered with 
an opaque acrylic resin (Fig. 5, left), and molded 
in wax (Fig. 5, right). 

The waxed-up crown is invested in a flask (Fig. 
6), boiled out, packed, cured in acrylic resin, and 
finished (Fig. 7). 


Tamarin, A. H. 25 East Washington Street, Chi- 
cago 2, Ill. Anterior veneer crowns with gold back- 
. ings. J.Pros.Den. 10:1051-1054 Nov.-Dec, 1960 


Figure 2 The wax is re- 
moved from the gingival 
margin of the wax coping 


Figure 3 The die is mounted on an articulator and 
the lingual backing is waxed 
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Figure 6 The waxed-up crown is in- 
vested in a flask 
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Figure 4 Left: Two wax posts are added to the 
lower part of the wax backing, extending to the inner 
surface of the coping. Right: Coping and backing 
are sprued, invested and cast 


Figure 5 Left: The labial surface of the coping is 
covered with an opaque acrylic resin. Right: the 
labial surface of the crown is molded in wax 


Figure 7 The completed 
anterior veneer crown with 


gold backings 
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Anesthesia 


Hypnosis (the mental hypodermic) 
as applied to dentistry 


Authorities on dental hypnosis maintain that hyp- 
nosis should be confined within the limitations of 
dental competence, and that its application to 
dentistry should make use only of relaxation, sug- 
gested anesthesia, and posthypnotic suggestions 
for future response related to the patient's dental 
needs. The past history of such restricted usage 
of hypnosis for dental purposes shows no danger 
_ of sufficient proportion to warrant the cry of seri- 
ous threat to the mental capacities of the dental 
patient. 

Just as the hypodermic syringe is an important 
medium through which injected material enters 
into the physical part of the patient, so is hyp- 
nosis an important vehicle for the injection of sug- 
gestions into the mental processes of the patient. 

An understanding of semantics in the choice of 
words employed in the injected suggestions and 
of the effect obtained by variations in voice tone, 
plus a knowledge of the principles of suggestion 
and applied psychology for use with hypnosis, to- 
gether with its limitation within the realm of 
dental competence, can reduce the so-called dan- 
gers to insignificance. The dentist who uses hyp- 
nosis knows the technic for handling the mental 
hypodermic and is aware of what should and 
should not go into the barrel for mental injection. 

The patient has developed some degree of 
trust and dependency on the dentist, and in this 
dependency state certain types of suggestions in- 
jected into the delicate mental processes of the 
patient with varying degrees of pressure might 
produce in the extremely sensitive personality 
disturbing behavior responses, which if allowed 
to progress could, in rare instances, lead to upsets 
related to neuroses or psychoses. References dur- 
ing hypnosis to “the relaxation of a babe in its 
mother’s arms” could be distressing to the orphan 
who knew no mother love. 

The dentist makes use of all pertinent factors 
_ gleaned from a carefully taken case history of 


the patient prior to induction, thereby knowing 
what to avoid and what information to make use 


of in applying suggestions to the patient in the 
hypnotic state of hypersuggestibility and reduced 
awareness. 

In some instances the dentist may choose to 
dispense with the use of hypnosis as a result 
of this initial interview, and will rely on waking 
suggestion. The conscientious dentist never will 
use hypnotic technics on the dental patient who 
is undergoing psychiatric treatment, or who has 
been treated recently for mental disorder or emo- 
tional upset, without first consulting with the 
patient’s physician or psychologist. 

The danger that does exist in the application 
of hypnosis to dentistry lies in the dentist with in- 
sufficient training who must realize that there are 
certain risks to be considered, and in the numer- 
ous courses of instruction given by laymen. 

The American Dental Association should recog- 
nize definite standards for instruction of hypnosis 
in dentistry. With the right kind of training pro- 
gram in hypnosis available in dental colleges, the 
dentist wishing to practice hypnosis will have the 
opportunity to learn hypnosis at the proper 
source. 


Shaw, S. Irwin. 18201 Cherrylawn Avenue, Detroit, 
Mich. The dangers of hypnosis (the mental hypo- 
dermic) as applied to dentistry. Int.J.Clin.& Exper. 
Hypnosis 9:53-57 April 1961 


Sterilization of dental instruments 


Sterilization is the destruction of all microbial 
forms. Saturated steam under pressure—achieved 
with an autoclave—probably is the most effective 
method of obtaining sterilization. 

The autoclave always should be used to steri- 
lize injection equipment. The conventional metal 
syringe can be cleaned easily with a brush, deter- 
gent and water prior to autoclaving. Particular 
attention should be given to cleaning the threads 
of the hub and the movable plunger which con- 
tacts the cartridge diaphragm. 

Cleansing the needle prior to sterilization by 
autoclave is the key in the whole sequence of 
sterilizing injection equipment. A minute remnant 
of mucus, blood or debris in the lumen may har- 
bor pathogens which eventually could lead to 


morbid postinjection complications. The lumen 
can be cleared properly only with a stylet, and 
this should be done after each injection. 

Needles now are available in the favored small 
gauges, packaged as sterile disposable units. The 
needle is used once and discarded. This disposa- 
ble needle provides the utmost in needle sharp- 
ness, convenience and sterility, at minimal cost. 

Partially used cartridges never should be re- 
used. 

An immediate, acute inflammatory morbid 
reaction in or about an injection site usually can 
be traced to faulty injection technic or inadequate 
sterilization technic. Far more difficult to trace is 
homologous serum jaundice, a form of infectious 
hepatitis which may develop eight weeks to six 
months after injection of the virus. A dentist or 
physician unknowingly could propagate a serious 
disease for some time before becoming aware of 
his role. 

Autoclaves are not prohibitively expensive. 
There is little excuse for any dental office not to 
be equipped with an autoclave. Through proper 
use of the autoclave, sterilization can be accom- 
plished easily and rapidly. 

Walker, Robert V. Southwestern Medical School, 


University of Texas, Dallas, Texas. J.Am.D.Soc. 
Anesthes. 8:51-53 Feb. 1961 


Pathology 


Rampant dental caries caused 
by sucking candy lozenges 


A 50 year old man complained of pain in the 
lower left first bicuspid. Examination showed 
decalcification and soft caries around the entire 
cervical aspect of the tooth. Similar decalcification 
zones were evident about the cervical aspects of 
the remaining lower teeth (left second bicuspid 
and the six anterior teeth). The patient wore a 
complete upper denture. Roentgenograms showed 
severe decalcification around the necks of every 
remaining tooth, but roentgenograms taken three 
years earlier had given no evidence of decalcifica- 
tion. 
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The patient said that for the past year or so he 
had been in the habit of sucking candy lozenges 
constantly to relieve “nervous tension.” 

All remaining teeth had to be extracted; several 
of the teeth fractured during mastication before 
extraction could be arranged. 


Lemkin, Robert R. 230 Hilton Avenue, Hempstead, 
N.Y. Rampart dental caries caused by sucking candy 
lozenges. New York State D.J. 27:143 March 1961 


‘Burning lips’ associated 
with oesophageal reflux 


Three patients each complained of burning sensa- 
tions or soreness of the lips, tongue and mouth, 
and of an unpleasant taste. Roentgenographic ex- 
amination, after a barium swallow, showed that 
in each patient the stomach contents were re- 
gurgitated when the patients were supine. One 
patient had a sliding hiatus hernia. 

All patients were advised to sleep with the 
head propped up on pillows, or with the head of 
the bed raised on blocks. The patients were 60, 
52 and 65 years old. 

Recurrent ulceration of the buccal mucosa, 
with painful erosions, might profitably be re- 
viewed in the light of this report. It may be that 
these lesions, and perhaps so-called “dyspeptic 
ulcers” of the mouth, are caused by the action of 
gastric secretions on the buccal mucosa. 


Garretts, Maurice. University College Hospital, 
London W.C.1, England. ‘Burning lips’ associated 
with oesophageal reflux. Lancet No. 7165:1376-1377 
Dec. 24, 1960 


Oral problems in postmenopausal women 


Data relating to oral symptoms were collected 
on 86 women who, on a basis of general symp- 
tomatology, were experiencing some stages of 
the climacteric. 

Burning in the mouth was noted frequently. 
This occurred usually on the side, tip and base 
of the tongue, the buccal surfaces and near the 
pillars of the fauces. 

Abnormal taste sensations (usually salty, pep- 
ery and sour) were a frequent complaint. The pa- 
tients did not enjoy their meals and consequently 
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did not eat regularly, or they consumed a poorly 
balanced diet, with resulting malnutrition. 

Atrophic glossitis similar to the type seen in 
vitamin B deficiency could be observed clinically 
in most patients. 

Cancerophobia was conspicuous and intense. 
In many instances, the fear was subconscious. 
When the fear became conscious and the patient 
was reassured, the subjective symptoms were 
greatly reduced. 

Chronic canker sores and tissue friability were 
seen, especially before or after menstruation in 
patients experiencing an early climacteric. 

Causalgia—phantom pain in a region from 
which a painful tooth had been extracted years 
before—often was encountered. 

Chronic desquamative gingivitis, involving the 
tongue, buccal mucous membrane or gingiva, oc- 
curred in a few subjects. 

Fifty-two of the 86 patients were referred to 
the dental clinic by dentists because the patients 
could not wear their dentures. In some instances, 
the denture had been made over two or three 
times. In every instance, the mechanical fit of the 
appliance appeared to be satisfactory. 

Treatment of the climacteric patient is essen- 
tially symptomatic, and usually is limited to the 
most distressing complaints. A sympathetic ap- 
proach, genuine interest and understanding on 
the part of the dentist may do more good than 
any drugs. Sedation is especially valuable in the 
patient who is suffering from insomnia and lack 
of rest. 

Most postmenopausal women have a vitamin 
B complex deficiency. Large therapeutic doses of 
the B complex of vitamins have been helpful in 
alleviating glossodynia and chronic herpetic in- 
fections. In a series of 86 postmenopausal women 
with oral manifestations, about one-third re- 
sponded quickly and dramatically to intensive 
vitamin B complex therapy. Two-thirds re- 
sponded slowly or not at all, but members of 
this group responded to intensive estrogenic 
hormone therapy. In every instance, previously 
rejected dentures became acceptable and local 
irritations and burning sensations disappeared. 

Endocrine substitution therapy should be re- 
served for the relief of severe climacteric symp- 
toms. Estrogen therapy may induce a variety of 
side reactions, and therefore it should be used 


cautiously and only by the expertly trained 
gynecologist. 

Climacteric symptoms are aggravated during 
emotional upsets and by inner tensions and anx- 
iety states. Rational therapy should include a 
good measure of reassurance and sympathetic 
understanding by the practitioner. 


Massler, Maury. College of Dentistry, University of 
Illinois, Chicago, Ill. Oral problems in postmenopausal 
women. North-West Den. 39:359-362 Nov. 1960 


The dentin, a barrier to caries 


Dentin frequently is regarded as a tissue in its 
own right, in the same sense that bone is referred 
to as a tissue. This is an incorrect concept, because 
a complete tissue must be capable of growth and 
reaction. The dentin divorced from the pulp is 
incapable of growth or reaction. The cells that 
form the dentin and are responsible for its re- 
actions are in the pulp of the tooth, so when the 
reaction of dentin to injury is referred to, what is 
meant is the reaction of the dentin-pulp unit. 

Dentin can be considered as a protective cap 
produced and maintained by the pulp. In the nor- 
mal dentin of a young person, the pulp is repre- 
sented in the calcified tissue by a series of fine 
filaments of tissue—the odontoblast processes. At 
the pulpal boundary the processes are separated 
from each other by dentin which is termed inter- 
tubular dentin (Fig. 1). As the dentin becomes 
older, the odontoblast process lays down new 
tissue around itself; as the odontoblast process be- 
comes smaller, it becomes separated from the 
intertubular dentin by a new tissue, termed the 
peritubular dentin, which is more highly calcified 
than the intertubular dentin. 

These three components—odontoblast process, 
peritubular dentin and intertubular dentin—are 
separated from each other by thin layers of un- 
calcified or hypocalcified material. 

With advancing age, the dentin becomes more 
brittle, and the apex of the root becomes more 
translucent. Both these changes are caused by the 
blocking of the dental tubules with calcified ma- 
terial (Fig. 2). Gradual closure of all the tubules 
in the dentin occurs. 

Caries of the dentin generally is envisaged as 
a process of destruction of the tissue, but the 


carious lesion seen in the mouth is the result 
partly of the destruction of the tissue by bacteria 
or their metabolic products and partly of the re- 
action of the dentin to the carious attack. 

The early carious lesion of the enamel alters 
the permeability of this tissue, leading to an in- 
creased stimulation of the dentin. By the time the 
carious process has reached the dentin, the pulp 
will have taken steps to protect itself. 

The degree of sclerosis of the dentin, and hence 
of its resistance to caries, is dependent on the 
initial size of the tubules. Clinically, it is common 
knowledge that carious lesions in recently erupted 
teeth progress much more rapidly than in teeth 
which have been in the mouth for a number of 
years. The degree of sclerosis of the tubules may 
be one reason for this. 

If sclerosis of the dentin is complete, caries is 
able to penetrate the tissue only very slowly, by 
a gradual proteolysis of the intertubular dentin 
matrix. Under these circumstances, bacterial in- 
vasion of the tissue will be a very late stage in the 
disease and the clinical carious lesion will be slow 
to develop. The lesion will tend to spread slowly 
along the line of least resistance (that is, the 
dentinoenamel junction) rather than toward the 
pulp. The enamel will become undermined over 
a large area, with a consequent tendency to 
fracture under the force of mastication. This tends 
to produce large saucer-shaped cavities. This type 
of cavity is frequent in neglected mouths where 
the reaction of the dentin has been good. 

Conversely, if the degree of sclerosis is slight, 
as in many instances of fissure caries of the newly 
erupted tooth, bacterial invasion of the tissue will 
occur as soon as a pathway through the enamel 
has developed. In such instances a carious lesion 
will develop rapidly in the dentin and tend to 
spread toward the pulp rather than laterally along 
the dentinoenamel junction. The enamel will be 
undermined at a late stage of the disease. This 
produces the carious lesion so frequent in the 
teeth of today’s children, in which fissure caries 
produces pulpitis and death of the pulp before 
any large breakdown of the enamel has occurred. 

Caries of the dentin progresses more slowly in 
well-formed tissue which is supported by active, 
well-nourished odontoblasts. An adequate bal- 
anced diet during childhood and adolescence thus 
is essential so that there will be a minimum of 
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Figure 1 A ground longitudinal section of dentin. 


ID = intertubular dentin. PD = peritubular dentin. 
O = odontoblast process 


Figure 2 A ground transverse section of dentin un- 
stained. Note the various stages in the closure of the 
dentinal tubules. Top arrow = odontoblast process. 
Bottom arrow = sclerosed tubule 
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interglobular spaces in the dentin and so that the 
odontoblast cells will remain healthy. 

Resistance to the progress of carious lesions de- 
pends on the ability of the odontoblasts of the 
pulp to lay down a calcified barrier within the 
dentinal tubules. This in turn seems to be de- 
pendent on the size of the tubules, the strength of 
the stimulus, the health of the odontoblasts, the 
structure of the surrounding dentin and possibly 
the availability of the necessary nutrients. 


Bradford, E. W. Dental School, University of 
Bristol, Bristol 1, England. The dentine, a barrier to 
caries. Brit.D.]. 109:387-398 Nov. 15, 1960 


Collagen disease: unanswered questions 
on pathogenesis and etiology 


Much overlapping seems to exist in the descrip- 
tion of the different forms of collagen disease such 
as rheumatoid arthritis, acute systemic lupus 
erythematosus, periarteritis nodosa, scleroderma 
and dermatomyositis. However, most of the col- 
lagenous lesions occurring in the maxillofacial 
region seem to be based on a common pathogenic 
process. 

It would be desirable to establish whether 
there has been an absolute increase in the in- 
cidence of the rarer forms of collagen disease dur- 
ing the last decades. If such an increase could be 
demonstrated, serious consideration must be 
given to the epidemiologic factors involved. At 
present, only rheumatoid arthritis appears to be 
a predisposing factor in the development of acute 
infections involving the oral cavity and the upper 
respiratory tract. 

More attention should be paid by dentists and 
physicians to the clinical details in the recording 
of the history of patients with collagen disease, 
because only such details provide clues as to the 
presence of possible epidemiologic factors. The 
patient’s history must include not only the data 
concerning the pathologic changes but also a com- 
plete review of the medications administered to 
provide information as to untoward reactions to 
specific drugs. 

In forms of collagen disease other than the 
“textbook” systemic lupus erythematosus, no ac- 
curate clinical diagnosis can be made because the 
concept that the presence of lupus erythematosus 


cells provides sufficient evidence for the presence 
of the disease is erroneous. In most instances, 
more time is required to establish the definite 
diagnosis although the clinical picture may vary 
considerably. 

The anatomic lesions of collagen disease hardly 
ever fit a rigid pattern. Frequently, mixed clinical 
pictures are observed. The antigen-antibody re- 
actions should be interpreted in terms of acuity 
and chronology of manifestations, the site of the 
lesions and the size of the vessels involved. 

It can be assumed that there exists an absolute 
increase in the incidence of most forms of collagen 
disease. Such an increase can be caused by ex- 
posure to potent drugs or overexposure to sun- 
light. The evidence that these two factors are po- 
tential hazards, singly or in combination, has 
been presented in 28,806 case reports. There are 
still unanswered questions as to their etiologic ef- 
fects, especially in genetically predisposed per- 
sons. 

The clinical history of all patients with collagen 
disease will be found to be informative as to the 
pathogenesis and etiology, if it contains a detailed 
description of medication and side effects. Other- 
wise, dental and medical practitioners will be 
forced to wonder and to speculate as to the ac- 
curate diagnosis. 


Kampmeier, R. H. Department of Medicine, Van- 
derbilt University, Nashville, Tenn. Collagen disease: 
unanswered questions on pathogenesis and etiology. 
A.M.A.Arch.Int.Med. 106:753-785 Dec. 1960 


Tuberculosis of the oral cavity 


Although the occurrence of tuberculous ulcera- 
tions of the oral mucosa is a well-recognized com- 
plication of pulmonary (or acute miliary) tuber- 
culosis, the incidence of primary tuberculous 
infection of the mouth has rarely been reported 
in Czechoslovakian dental and medical literature. 

The importance of an early recognition by the 
dentist of such a condition is considerable, par- 
ticularly because the responsible microorganism 
(Mycobacterium tuberculosis) frequently is of 
bovine origin (acquired from milk). 

The clinical symptoms of tuberculosis of the 
oral cavity are as follows: enlargements of the 


submaxillary glands, gingivitis of the lower jaw, 


inflammation on the lingual and buccal surfaces 
of the oral mucosa, grayish discoloration of the 
gingiva, painless and nontender ulcerating lesions 
affecting the angle of the jaw, and enlarged, rub- 
bery and smooth lymphatic glands. 

Biopsy of the gingiva is a simple and safe pro- 
cedure, and is the only way to obtain histologic 
and bacteriologic evidence of tuberculosis. It is 
important that several regions of the oral cavity 
be investigated because the number of micro- 
organisms may be small in primary lesions, ren- 
dering the characteristic histologic appearances 
difficult to locate. In certain instances, it may be 
necessary to undertake biopsies of the submaxil- 
lary and lymphatic glands. 

In a number of instances, tuberculous ulcera- 
tion of the gingiva has been associated with local 
trauma of the gingival tissue probably caused by 
premature loss of the deciduous teeth or disturbed 
eruption of the permanent teeth. Through the 
damaged mucosal surfaces. Myco. tuberculosis 
var. bovis may be inoculated. 

In patients observed at the Dental Clinic of 
University of Prague, who exhibited the charac- 
teristic symptoms of oral tuberculosis, the isola- 
tion of the tuberculosis-causing bacilli of bovine 
origin (probably transmitted by ingested infected 
milk) demonstrated that these microorganisms 
had lodged in the oral cavity after having been 
inoculated through the damaged mucous mem- 
brane. 

Today, surgical removal of the tuberculous le- 
sions is preferred to conservative treatment 
(chemotherapy consisting of antibiotics and para- 
aminosalicylic acid ). 

Toman, Jaroslav. First Dental Clinic, University of 
Prague, Stalinova 48, Prague 2, Czechoslovakia. 
Tuberkul6éza ust a miznich uzlin obliteje a krku. 
Ceskoslov.stomat. 61:13-28 Jan. 1961 


Subacute bacterial endocarditis 
in an edentulous man 


Alpha hemolytic streptococci are normal inhab- 
itants of the mouth and pharynx and appear early 
in life. Although they rarely provoke other dis- 
eases, they are the cause of about 75 to 85 per 
cent of instances of subacute bacterial endocar- 
ditis. Alpha hemolytic streptococci are trans- 
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ported by way of the blood stream to reach valves 
damaged by rheumatic heart disease or certain 
forms of congenital heart disease. Transient epi- 
sodes of bacteremia caused by alpha hemolytic 
streptococci frequently occur. Thus, tooth extrac- 
tion, dental manipulation, cleaning the teeth, 
bruxism, or even mastication, may be followed by 
invasion of the blood stream by these organisms. 

In the absence of surgical manipulation in the 
oropharynx or nasopharynx, bacteremia traceable 
to alpha hemolytic streptococci is unlikely to oc- 
cur in an edentulous person unless a focus of in- 
fection can be demonstrated in the mouth or 
pharynx. A case is reported of a 61 year old 
edentulous patient with endocarditis brought 
about by alpha hemolytic streptococci. The man 
had an infected oral ulcer due to poorly fitting 
dentures. 

The first admission, in 1957, to the Veterans 
Administration Hospital was for endocarditis due 
to alpha hemolytic streptococci, involving the 
aortic valve. After recovery, all his teeth were 
extracted under antibiotic cover. 

Six weeks before the second admission in Oc- 
tober 1959, the body temperature increased to 
103°F. His physician prescribed broad-spectrum 
antibiotics, which caused a defervescence. How- 
ever, the temperature elevation recurred almost 
immediately after discontinuation of the anti- 
biotic therapy. This sequence of events was re- 
peated several times before admission. 

At examination, four blood cultures were posi- 
tive for alpha hemolytic streptococci, which were 
sensitive to 0.02 micrograms of penicillin per mil- 
liliter. A throat culture also revealed alpha hemo- 
lytic streptococci. A roentgenographic study of 
the jaws showed no impacted dental roots. Ex- 
amination of the oral cavity was negative except 
for two shallow ulcerative lesions on the hard 
palate. Treatment consisted of administration of 
penicillin and streptomycin, and the patient re- 
covered, 

Although the elimination of infection now is to 
be anticipated with modern chemotherapeutic 
agents, the prognosis of the patient is guarded 
because of the possibility of anemia, nephritis, 
myocardial insufficiency, embolism and, espe- 
cially, increasing damage to the heart valves. 
Thus, prevention of bacterial endocarditis re- 
mains a vital consideration. 
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The potential danger of ill-fitting dentures is 
emphasized. Proper fitting and maintenance of 
dentures must be considered a part of the preven- 
tion of subacute bacterial endocarditis in sus- 
ceptible edentulous patients. 


Massaro, Donald, and Katz, Sol. Mount Alto Vet- 
erans Administration Hospital, Washington, D.C. 
Subacute bacterial endocarditis due to Streptococcus 
viridans in an edentulous man. New England J.Med. 
263:911 Nov. 3, 1960 


Schiller’s test employed in the oral cavity 


To detect at an early stage malignant oral tumors 
and to delineate areas of hypertrophy or inflam- 
mation of the gingivae, Schiller’s test is frequently 
employed at the Cantonal Hospital in Aarau, 
Switzerland. 

The suspected gingival areas are treated with 
an aqueous solution containing 1 Gm. of pure 
iodine and 2 Gm. of potassium iodide in 300 ce. 
of distilled water. If the gingival tissue is healthy, 
the surface is stained brown. If malignant 
changes, pathologic overgrowth or infectious in- 
flammation have occurred, the treated areas will 
turn white or light yellow because the involved 
cells do not contain glycogen and, therefore, will 
not stain with iodine. 

The investigation was based on the concept 
that the extension of the stained areas demon- 
strates that in pregnant women hypertrophy of 
the gingival tissue starts four months after con- 
ception. The condition regresses within a few 
days after delivery. 

The results indicate that hypertrophy of the 
gingival tissue represents a definte reaction to the 
hormonal changes occurring during pregnancy 
and does not result—as previously assumed— 
from vitamin C deficiency. The almost regular 
appearance of hypertrophic lesions in the gingivae 
of pregnant women shows that there are biologic 
changes (due to pregnancy) which are mani- 
fested also in the oral cavity. Possibly these bio- 
logic changes are more important in the develop- 
ment of dental caries than the deficiency of 
calcium which frequently has been thought to be 
the main causative factor. 

Newborn infants also show the same hyper- 
trophic changes in the gingival tissue. Schiller’s 


test reveals that the stained surfaces of the 
gingivae exhibit the characteristic white or light- 
yellow discoloration. Immediately after birth, 
these stainings can be observed on the surfaces 
of the gingival tissue, in color and distribution ab- 
solutely similar to those appearing in the mother, 
indicating gingival hypertrophy. Normally, the 
hypertrophic areas in the infant regress during the 
first days of his life. Both phenomena, those oc- 
curing in the mother and in her newborn infant, 
can be considered as types of the so-called “preg- 


nancy reactions.” 


Wespi, Hans Jakob. Kantonspital Aarau, Switzer- 
land. Die Schillersche Jodprobe in der Mundhohle. 
Schweiz.med.Wschr. 91:374-376 March 25, 1961 


‘Hand-foot-and-mouth disease’ 
in Birmingham in 1959 


In June 1959 a three year old child had a painful 
stomatitis with fever, cervical adenitis and a ve- 
sicular rash on hands and feet. When three other 
similarly affected children were found in the prac- 
tice, the College of General Practitioners through 
its Epidemic Observation Unit was asked to help 
obtain reports of similar cases from other prac- 
tices. In response to the “red warning” issued by 
the college, 83 cases were listed in June, July and 
August. 

The disease was mild and in most patients 
lasted less than one week. The chief feature in all 
but two patients was a painful stomatitis. The 
oral lesions were irregularly shaped, shallow ul- 
cers varying from 1 to 10 mm. across, with a 
yellowish-grey base and hyperemic margin. The 
lesions occurred on the tongue, usually on its 
sides; on the inside of the cheeks; the anterior 
fauces; the mandible above the posterior molars, 
and on the soft palate. Lesions usually were not 
numerous, but were painful at first, and in some 
children caused difficulty in eating. 

The vesicular rash was confined to the hands 
and feet, occurring mainly on the dorsum of the 
fingers and toes near the nail margins, and on the 
heels. Rashes on the buttocks were common in 
young children. 

The illness seemed to be highly infectious in 
children, with a fairly constant incubation period 
of five to six days. Although on several occasions 


if 3 


the illness could be traced from brother to 
brother, or from neighbor to neighbor, an isolated 
case occurred in a residential nursery where there 
were 20 young children. Patients were seen in 
houses of every social class. 

It is clear that the disease is essentially the 
same as that described by Robinson, Doane and 
Rhodes (1958) in Toronto. Coxsackie group A 
type 16 virus was isolated from vesicle fluid from 
the hands of one of the patients in England. 

Clinically, the lesions differ from those of 
herpes simplex and herpangina in occurring 
neither on the outside surfaces of the lips nor on 
the posterior pharyngeal wall. All attempts to iso- 
late herpes simplex virus from these patients were 
unsuccessful. The similarity in clinical features 
to the Toronto outbreak, the regularity with 
which the virus could be isolated, and the isola- 
tion from a vesicle on the hand of a patient lead 
the authors to believe that this disease is caused 
by Coxsackie group A type 16 virus. The biologi- 
cal resemblance between the Coxsackie and foot- 
and-mouth-disease viruses has been observed 
(Burnet, 1959). 


Alsop, J.; Flewett, T. H., and Foster, J. R. Little 
Bromwich Hospital, Birmingham 9, England. ‘Hand- 
foot-and-mouth disease’ in Birmingham in 1959. Brit. 
M.J. No. 5214:1708-1711 Dec. 10, 1960 


Vesicular stomatitis and exanthem 


In the summer of 1959 an outbreak of vesicular 
stomatitis and exanthem occurred in 14 California 
counties. The findings closely paralleled those re- 
ported by Robinson, Doane and Rhodes on an 
outbreak of this disease in Toronto in 1957. 
Virological studies established the presence of 
Coxsackie A16 virus infection in 10 of 15 patients 
studied from three different California counties. 
The clinical pictures of the syndrome in Cali- 
fornia and in Toronto were similar. Frequently, 
the first indication of illness was a complaint of 
a sore mouth or, in small children, refusal to eat. 
The most characteristic finding was the presence 
of a few scattered vesicles or shallow ulcers in 
the mouth. The number of lesions commonly was 
in the range of 3 to 10, but up to 25 or 30 were 
reported in a few instances. These lesions ap- 
peared most commonly on the buccal mucosa 
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and tongue, less frequently on the gingiva or pal- 
ate. The vesicles ranged in diameter from 1 to 
5 mm., contained clear or turbid fluid, and were 
surrounded by a narrow margin of erythema. 
Within one or two days after appearance, most 
of the vesicles ruptured, leaving shallow ulcers. 

In about one fourth of the instances stomatitis 
was accompanied by a sparse exanthem involving 
chiefly the hands and feet. 

Generally, the pathologic changes were very 
minor. In about one half of the patients, manifes- 
tations consisted only of a few scattered oral 
lesions producing mild to moderate irritation 
which subsided within a week. In some children, 
sore mouth persisted for 7 to 10 days, but sys- 
temic symptoms, if noted at all, tended to subside 
within 2 or 3 days. The exanthem generally 
cleared within 5 to 7 days. The maximum in- 
cidence occurred in children 1 to 10 years old. 

This syndrome is not known to have been re- 
corded previously in the United States. From the 
combined experience in Toronto and California, 
it appears reasonable to add the syndrome of 
vesicular stomatitis and exanthem to the array of 
clinical manifestations associated with oral in- 
fection caused by various immunologic types of 
Coxsackie virus. 


Magoffin, Robert L.; Jackson, Edwin W., and Len- 
nette, Edwin H. 2151 Berkeley Way, Berkeley 4, 
Calif. Vesicular stomatitis and exanthem. J.A.M.A. 
175:441-445 Feb. 11, 1961 


Aphthous stomatitis and organic acids 


In studies reported in 1956 and 1958, the au- 
thors showed the apparent etiologic relation be- 
tween the presence of organic acids (especially 
citric and acetic acids) and the formation of 
aphthous stomatitis. Canker sores in affected pa- 
tients could be reproduced by the local applica- 
tion of acetic and citric acids to the buccal 
mucosa. In patients with canker sores, the elim- 
ination of foods containing citric acid (chocolates, 
citrus fruits, and so forth) from the diets of 
those with positive mucosal tests to citric acid, 
and of foods containing acetic acid (vinegar, 
pickled foods, salads, and so forth) from the diets 
of those with positive tests to acetic acid, was 
followed by complete relief or reduction in the 
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number, frequency and severity of the canker 
sores. On the other hand, ingestion of foods con- 
taining these acids caused recurrence of the can- 
ker sores. 

There exists a definite causal relation, probably 
on an allergic basis, between these organic acids 
and canker sores. Foods containing citric and 
acetic acids should be eliminated from the diets 
of all patients with canker sores, even if mucosal 
tests with these acids are not performed or yield 
negative results. 


Tuft, Louis; Girsh, Leonard S., and Ettelson, L. N. 
1530 Locust Street, Philadelphia 2, Pa. Canker sores. 
J.A.M.A. 175:924 March 11, 1961 


Orthodontics 


Tissue behavior 
during orthodontic tooth movement 


The relatively small area of the supporting struc- 
tures of the teeth remains the center of activity 
in every tooth movement. To obtain a maximal 
tooth movement within a given period, the force 
applied must be of a sufficient magnitude and act 
through a distance that is suitable to the prevail- 
ing anatomic and mechanical conditions. Tissue 
reaction is related to a series of factors, including 
formation of cell-free areas and reaction of fibrous 
tissue. Both these factors may, to a large extent, 
determine the sequence of events in a tooth move- 
ment, including tipping, bodily tooth movement 
and rotation. 

Formation of cell-free regions is a characteristic 
tissue response in a tipping movement, primarily 
in the marginal region of the root. Because of the 
thinness of the periodontal membrane, fibrous 
tissue soon will be compressed and cells gradually 
will disappear. If the initial force is light, the cell- 
free region will be less extensive. The second 
factor which may cause resistance or delay in 
tooth movement is stretching and displacement 
of fibrous tissue and its subsequent reaction. 
Stretched fibers may be observed on the traction 
side after one or two days of tooth movement. 


The fiber bundles running from the root to the 
bone surface will be elongated more or less per- 
manently. Relapse after a tipping movement must 
be considered as the result of a normal function 
of the periodontal fiber system. When the tooth 
has been tipped rapidly, this contraction may 
produce cell-free regions on the former traction 
sides. 

The tooth moved bodily produces no root re- 
sorption under ideal conditions; there is bone 
resorption all along the pressure side and a cor- 
responding layer of new bone is formed on the 
traction side. Because in a bodily tooth movement 
the force is distributed over the whole side of the 
root, generally there is less tendency to formation 
of compressed cell regions. 

In rotation of a tooth, cell-free pressure areas 
may be formed in the initial stage, frequently on 
both sides of the root. In a rotating movement, 
the periodontal fiber bundles are partly stretched 
and partly elongated. It is advisable to over- 
rotate, and to apply a method for retention that 
provides a certain degree of individual tooth 
movement. After the orthodontic movement of 
teeth, there is a greater tendency to relapse in 
some patients than in others. The individual char- 
acteristics of fibrous structures, related to the age 
factor, must be considered. Early treatment, be- 
fore the apical portion of the root is fully devel- 
oped, may prevent relapse tendencies, especially 
as regards rotation of teeth. 


Reitan, Kaare. Norwegian Institute of Dental Re- 
search, Oslo, Norway. Tissue behaviour during 
orthodontic tooth movement. Am.J.Orthodont. 
46:881-900 Dec. 1960 


Responsibility of the third molar 
for secondary crowding 


In this study, designed to ascertain the extent 
to which third molars are responsible for second- 
ary tooth crowding, the material consisted of 60 
dental students. Thirty of the students had 
unilateral aplasia of the upper third molar, 27, of 
the lower third molar, and in three subjects one 
third molar was absent in both jaws. 

Plaster casts were made of all the dentitions in 
central occlusion, and the following measure- 
ments taken: (1) left-right comparison of the 


space conditions on both sides of the jaw; (2) left- 
right comparison of mesiodistal asymmetries of 
the lateral arch segments, and (3) displacement 
of the midline. 

The results suggested that there was greater 
crowding in the quadrant with the third molar 
than in the quadrant with the third molar missing. 
There was a definite mesial displacement of the 
lateral segment of the side of the third molar in 
the mandible; in the maxilla, such a statistically 
significant difference was found only in patients 
with an erupted third molar. 

There was no evidence of a correlation between 
age and the degree of crowding or mesial dis- 
placement. The presence of a third molar seemed 
not to affect the midline. The presence of the 
third molar appeared to exert some influence on 
the development of the dental arch, but not to 
such an extent that removal of the tooth germ 
or extraction of the third molar should be recom- 
mended in other than exceptional instances. 
Where there is a tendency to crowding, especially 
when expansion treatment already has been 
given, and when there is a tendency to relapse, 
extraction of the third molar should be consid- 


ered. 


Bergstrém, K., and Jensen, R. Royal School of 
Dentistry, Stockholm 3, Sweden. Tredje molarens 
betydelse for uppkomsten av trangstillningar. Svensk 
tandlak.Tskr. 54:111-124 March 1961 


Abnormal swallowing habits 


Abnormal swallowing habits, which always are 
associated with some degree of muscular dysfunc- 
tion, are among the most common and influential 
muscular perversions encountered by the ortho- 
dontist. Such habits may influence adversely both 
the form of the dental arch and the periodontal 
tissues. 

In a common type of perversion of the basic 
swallowing pattern, the tongue is placed either 
between the upper and lower incisors or between 
all the maxillary and mandibular teeth, and deglu- 
tition is accompanied by a pronounced activity of 
the lips and often of the cheeks. Often, this swal- 
lowing pattern evokes a more widespread muscu- 
lar activity which produces a movement of the 
head. 
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Treatment of a malocclusion caused and main- 
tained by an abnormal swallowing habit must in- 
clude elimination of the habit as well as the 
correction of the malocclusion. Self-correction of 
certain forms of malocclusion caused by the habit 
is the best indication that the habit no longer is 
active. 

Correction of the abnormal swallowing habit 
may be attempted by teaching the patient the 
correct method of swallowing and then establish- 
ing this swallowing pattern by repetition. Remov- 
able appliances may aid the patient to achieve 
this goal. 

With patients who have not responded to the 
usual forms of treatment, the authors have used 
hypnotherapy during the past three years, with 
generally successful results. 

Both the learning of the correct method of swal- 
lowing and its repetition may be achieved by 
hypnosis. The first appointment is devoted to a 
preliminary talk or “mind set” as described by 
Moss (1955) and Shaw (1958). The nature of 
hypnosis and the reasons for its use are discussed 
with the patient. At the next session, hypnosis is 
induced by any of the usual methods, and the 
hypnotic state deepened. When the desired depth 
of hypnosis has been achieved, the learning proc- 
ess commences. The patient is instructed to place 
the anterior part of the tongue against the palate, 
behind the upper incisors; to keep the lips to- 
gether without force; to keep the teeth in occlu- 
sion, and to keep the head still while deglutition 
is occurring. Deglutition is repeated by the pa- 
tient until all the instructions have been mastered. 
The state of hypnosis is terminated, and on wak- 
ing the patient is asked to perform the basic swal- 
lowing. The same procedure is adopted at the 
next appointment, but posthypnotic suggestions 
are added that the correct method of swallowing 
should be carried out three times before each 
meal. The length of treatment depends on the 
rapidity and completeness with which correct 
deglutition replaces the abnormal swallowing pat- 
tern. 

Four case reports illustrate results which have 
been achieved by hypnosis. 


Drewer, C. J., and Viljoen, P. T. Dental Research 
Unit, University of the Witwatersrand, Johannesburg, 
Union of South Africa. Abnormal swallowing habits. 
J-D.A.South Africa. 16:38-44 Feb. 1961 
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Pedodontics 


Temporary-permanent restoration 


The temporary-permanent restoration for frac- 
tured permanent incisors is the protection applied 
to the tooth after the initial emergency measures 
are completed and the pulp has returned to a 
normal state. The restoration usually remains in 
place for many years until sufficient maturation 
has taken place for the safe construction of the 
more permanent jacket crown. 

Of the three basic types of temporary-perma- 
nent restorations in common use, the acrylic 
crown is the simplest to construct, the cast gold 
three-quarter crown is the most durable, and the 
wire-supported plastic incisal tip offers the great- 
est advantages. The wire-supported tip is esthetic 
in appearance, relatively durable, easy to con- 
struct with very little preparation of the tooth, and 
is protective and functional. It restores normal 
tooth anatomy without sacrifice of enamel. 

The first and most critical step in construction 
of the pinlay is the placing of the holes which re- 
tain the wire that acts as the sole retention for the 
restoration. These holes are started with a no. 1 
round bur and finished with no. 557 fissure bur. 
They are placed at the dentinoenamel junction, 
along both proximal portions if the fracture is 
horizontal, or along one proximal surface and the 
remaining incisal portion if the fracture is angular. 
Care should be taken to keep as far as possible 
from the pulp. 

After the holes are made to the proper depth 
for maximum retention, a gold or stainless steel 
wire is selected and bent to a staplelike form. The 
ends of the wire should fit snugly to the full depth 
of the holes. A staple-shaped wire with two right- 
angle bends is used for horizontal fractures in- 
volving the entire incisal edge. If an angular 
fracture of one corner of the tooth is to be re- 
paired, the wire has only one angle bend and 
must be teased or sprung into the retention holes. 

The wire is cemented in place with phosphate 
cement. The cement should be placed in the holes 
with an explorer or periodontal probe as well as 


placed on the ends of the wire. Before the cement 
has set, all excess cement is scraped away. The 
wire forms a loop through which the acrylic ma- 
terial is firmly anchored to the tooth. 

Either the brush-on technic or a crown form is 
utilized to add the acrylic resin. The proper shade 
of self-curing resin is chosen, mixed, and applied 
over the wire, with an excess of material used 
to cover all of the margins of the fracture. If a 
crown form is used, it should be oversized to al- 
low for shrinkage. Care must be taken to avoid 
air bubbles and to make sure that the acrylic resin 
flows around the wire and through the loop. Com- 
plete setting of the resin should take place before 
shaping, finishing and polishing are carried out. 

From normal talking distance, the pinlay is 
scarcely noticeable. Closer inspection, however, 
reveals the fracture line; no attempt should be 
made to hide this line by allowing acrylic resin to 
overlap the sound enamel, because, invariably, 
debris will collect beneath such an overlap. 

The patient should be advised that in time the 
acrylic resin will discolor. When this occurs, it is 
a simple matter to grind away the discolored sur- 
face layer and brush on fresh acrylic resin. 


Dannenberg, James L. School of Dentistry, Uni- 
versity of Pennsylvania, Philadelphia, Pa. Temporary- 
permanent restoration. Pennsylvania D.J. 28:2:8-10 
Feb. 1961 


Local anesthesia produced by suggestion 
in the child patient 


The use of suggestion with the child can produce 
dramatic results. The described technic is accom- 
plished by the use of suggestion alone. An idea is 
presented to the child with such emphasis that he 
accepts it with conviction. 

The operator must feel the power that is at his 
disposal in offering suggestions that must be be- 
lieved. Good results are not likely if the opera- 
tor is not capable of making suggestions properly 
or if he is lacking in enthusiasm. Suggestion is a 
partial manifestation of the state of hypnosis, and 
hypnosis is founded on a predisposition which has 
survived in the unconscious from the earliest 
history of the human family. 

The dentist conveys to the child patient the 
belief that by rubbing the patient’s gums with 


; 


the dentist’s fingers, the gums and teeth will be- 
come numb. The area involved is massaged with 
thumb and forefinger, buccally and lingually or 
labially and lingually. The dentist continuously 
reminds the patient that he soon will feel the area 
become numb. 

The response to the massage is remarkable. The 
author has achieved impressive successes with the 
technic, even achieving profound mandibular 
anesthesias. The degree of success depends on the 
rapport built up between the operator and the 
child. With older children, a physical adjunct may 
be required to reinforce the technic to produce 
the desired reaction. For example, a mouthwash 
can be placed in a dappen dish away from the 
patient and the explanation given that this is a 
new anesthetic recently developed by the Navy, 
or by some other agency which merits respect, 
which solution can be rubbed into the gums and 
its remarkable penetrating power will even numb 
the teeth. The presence of a physical entity pro- 
ducing taste sensations will enhance the effective- 
ness of the technic. The use of topical anesthetic 
solutions will add even more impact to the pro- 
cedure. 

With the technic, cavities may be prepared for 
restorations, especially in deciduous teeth, and 
extractions can be made, depending on the degree 
of anesthesia achieved. During the manipulative 
procedure with the continuous repetition of the 
suggestion that the region gradually is getting 
more numb, tests can be tried with the point of an 
explorer in the region massaged and in other 
regions. The patient will feel the explorer point 
in the other region, and often this helps reinforce 
the numbness of the region that is undergoing 
massage. 

At the conclusion of the appointment, normal 
sensations can be restored immediately. All numb- 
ness will disappear when the dentist suggests that 
this occurs. Another flavored solution may be used 
to counteract the numbing solution, if the occa- 
sion demands it. 

The technic is effective, pleasant, and useful in 
making a child’s dental appointments more suc- 
cessful. 


Klopp, Kirk K. 3780 Wilshire Boulevard, Los Ange- 
les, Calif. Production of local anesthesia using waking 
suggestion with the child patient. Int.J.Clin.& Exper. 
Hypnosis 9:59-62 April 1961 
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Periodontics 


Closure of interdental spaces 
with removable anterior bridges 


In all forms of periodontal diseases, the pathologic 
changes frequently are first observed in the inter- 
proximal spaces. Preventive procedures in the 
still intact areas and immediate treatment of the 
diseased interproximal spaces are the most im- 
portant steps to be taken by the dentist. Such 
steps may start with the insertion of simple in- 
terproximal fillings and end with the insertion of 
bridges or partial dentures. 

Conventional forms of splints, with their bulk 
in the region of the occlusal third of the involved 
teeth, may increase the danger of microbial ac- 
cumulation. The beneficial action of the splints 
may be outweighed by an increase in the number 
of sites of bacterial colonization, and by the spread 
of pathologic bacteria into the underlying tissues 
and the blood stream. 

Many dentists attempt to close the interproxi- 
mal spaces with removable bridges to facilitate 
oral hygiene. In such instance, the responsibility 
for success of treatment rests with the patient. 
The insertion of a fixed anterior bridge often 
seems to be an adequate solution. However, if 
large interdental gaps are present, esthetic con- 
siderations often contraindicate this technic. Wide 
interproximal spaces with pronounced gingival 
recession are not esthetically pleasing and, there- 
fore, the effect is unsatisfactory if closed with 
fixed anterior bridges. The most obvious short- 
coming of this prosthodontic method is that the 
dentist must make an unsatisfactory compromise. 

The difficulties associated with the insertion 
of fixed anterior bridges or fixed partial dentures 
in patients with periodontal disease, especially if 
the teeth are mobile, lead to the construction of 
removable anterior bridges which, by their splint- 
ing action, will close completely the wide inter- 
proximal spaces. 

This technic utilizes partially A. A. Steiger’s 
channel-shoulder-pin attachment. To close the in- 
terproximal spaces completely, the shoulder of 
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Figure 2 Fixed anterior bridge (left) leaves the interproximal spaces open. Removable anterior bridge (right ) 


closes the interproximal spaces completely 


the removable anterior bridge should be moved 
from the incisal third of the tooth to the gingival 
third. In instances in which this modification of 
Steiger’s method does not produce the desired 
effect, the shoulders and pins of the attachment 
may be abandoned. The function and action of the 
shoulders may then be performed by a circular 
occlusal bevel with a cross section similar to that 
prepared for the occlusal seat of a cast clasp. The 
framework of the removable appliance extends 
gingivally on the lingual surfaces of the teeth. To 
this framework slender bars are soldered which 
extend labially through the interproximal spaces. 
These bars help to remove the microbial material 
that accumulates in the interproximal spaces. 
Gross food impaction is further prevented by 
paralleling the proximal surfaces of the teeth. 
After insertion of the removable appliance, the 
main plaques will become deposited on the bridge, 


Figure 1 The triangular form of the in- 
terproximal spaces (above) is changed to 
a rectangular form (below) 


and can be easily removed. The cylindric prepara- 
tion of the abutment teeth and the parallelizing of 
the attachments change the customary open tri- 
angular shape of the interproximal spaces into 
completely closed rectangles (Fig. 1). 

Cast clasps made of cobalt-chromium alloy ex- 
tend to the gingiva, and engage the cylindrically 
formed crowns. If gold clasps are used instead of 
clasps made of cobalt-chromium alloy, a different 
and more economical technic is employed. The 
surfaces of the abutment teeth, adjacent to the 
interproximal spaces, are made parallel. The 
spaces then are completely closed by the remov- 
able bridge which may be made of gold, cobalt- 
chromium alloy, stainless steel or acrylic resin. 

In patients with periodontal disease, the com- 
plete closure of the interproximal spaces should 
be part of the curative treatment. Similarly con- 
structed removable bridges may be inserted in the 
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mouths of other patients for preventive reasons. 

The author has used this prosthodontic technic 
successfully for more than 15 years. Clinical ex- 
perience with several hundred periodontal pa- 
tients (Fig. 2-6) has demonstrated the perio- 
dontic, prosthodontic and esthetic improvements 
that result from the use of this type of appliance. 
Surgical elimination of the periodontal pockets 
and clinical and technical precision, however, are 
still prerequisites for success. 

General acceptance of this technic will arrest 
the increase in the incidence of periodontal dis- 


Figure 3 (Left) Removable (interdental-closure ) 
partial denture with free-end saddles and Gaerny’s 
hinges. Figure 4 (Right) Removable anterior bridge 
with bilateral splinting device 
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ease. All exogenous factors are eliminated, and the 
periodontal tissues will retain their health and re- 
sistance for many years. Tooth mobility will be 
decreased significantly by the stabilizing action 
inherent to this type of removable anterior bridge 
which closes completely and permanently, as well 
as esthetically, the interproximal spaces. 


Gaerny, Arnold. Schwandelstrasse 2, Ziirich- 
Thalwil, Switzerland. Kosmetische Prothetik und 
abnehmbarer Totalverschluss des Interdentalraumes. 
Zahnirztl.Rundschau 69:364-370 Oct. 8, 1960 


Figure 5 (Left) Esthetically satisfactory remov- 
able anterior bridge with parallelized tubular at- 
tachments and bars. Figure 6 (Right) Removable 
anterior bridge. Only the removable parts are exposed 
to bacterial and calculus accumulations which can be 
easily removed by usual oral hygiene procedures. 
Epithelium, connective tissue and periodontal tissues 
remain intact. Desquamation and exudation are kept 
at a minimum 
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Prosthodontics 


Rationale of the indirect restoration 


The accuracy of indirect restorations soon may 
rival that of restorations made by the direct 
method. Although the problems encountered in 
the indirect technic may seem insuperable, if the 
physical properties of all the materials are under- 
stood and if the dentist keeps within the limita- 
tions of each material, the final result will be 
accurate. 

In the indirect single tooth restoration, five 
transfers from the original are involved, as fol- 
lows: 


1. An over-all impression is taken of the pre- 
pared tooth. This is the negative. 

2. A positive is made by pouring the impres- 
sion with a suitable cast material. 

3. A negative is produced by a wax pattern. 

4. When the wax pattern is invested, a positive 
transfer is made. 

5. When the restoration is cast, a negative 
again is produced. 

The materials used in this complicated process 
are: (1) elastic impression material; (2) cast 
material, usually a gypsum plaster; (3) pattern 
wax; (4) investing material, and (5) the metal 
of which the restoration is cast. 

The physical properties of all five of these ma- 
terials have been thoroughly investigated and 
evaluated. 

The elastic impression material, being the first 
compound used, must possess a high degree of 
accuracy, for any inaccuracy would be carried 
all the way through the entire process. A recent 
evaluation of the hydrocolloid and rubber base 
elastic impression materials, involving over 500 
individual experiments, showed most such mate- 
rials to be extremely accurate. 

A hard gypsum plaster such as densite plaster 
has an exceedingly small (0.05 to 0.12 per cent) 
setting expansion. Hydrocal plaster has a setting 
expansion of about 0.10 per cent. 


Pattern wax, when correctly manipulated, is a 
stable material. 


With investment compounds, the setting and 
thermal expansions which occur are so well- 
controlled that the linear casting shrinkage of the 
gold alloy used can be compensated accurately. 

The linear casting shrinkage of gold and its 
alloys have been accurately determined. 

Any competent and informed dentist now can 
use the indirect technic with assurance that it will 
result in a high degree of accuracy in the restora- 
tion. 


Hollenback, George M. 5255 Encino Avenue, En- 
cino, Calif. The rationale of the indirect restoration. 
J-South.California D.A. 29:68-73 March 1961 


Follow-up examinations of bridges prepared 
by the Pontostructor method 


An upper fixed bridge with 14 units was con- 
structed by the Pontostructor method (utilizing 
a set of Pontostructor intraoral paralleling devices) 
during a demonstration before dental colleagues, 
and was completed in 24 hours. At a follow-up 
examination 17 years and 3 months later, the pa- 
tient’s periodontal status had undergone no dete- 
rioration. All six abutment teeth still had vital 
pulps. No carious lesions appeared on the margin 
between the tooth and the pin crown on the labial 
and buccal surfaces of any of the abutment teeth. 
The gingiva was perfectly adapted to all the 
porcelain root tips, which had been inserted into 
the alveoli at the same appointment as that at 
which the teeth were extracted. 

A lower fixed bridge with nine units and an 
upper fixed bridge with 11 units, together with a 
removable partial denture, had been made by the 
Pontostructor method ‘Karlstrém, 1955) for a 
patient whose dentition was in an extremely poor 
state. At a follow-up examination 15 years and 5 
months later, the bridges still were functioning 
to complete satisfaction. The periodontal status 
had remained constant or had improved, and no 
carious lesions were observed on the palatal and 
lingual surfaces of the abutment teeth. 


Karlstrém, Sam. Nygatan 37, Giivle, Sweden. Efter- 
kontroll av brofall framstallda enligt den s. k. ponto- 
struktorsmetodiken. Svensk tandlak.Tskr. 53:957-972 
Dec. 1960 
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Histology 


Electron microscopy on structural changes 
on enamel surface due to stannous fluoride 


In this study, 178 sections of enamel from human 
teeth were ground, polished, and divided into 
four groups. The first group of enamel sections 
was soaked in a 4 per cent unbuffered aqueous 
solution of stannous fluoride for periods ranging 
from 1 minute to 4 months. The second group 
received the same treatment after which the slabs 
were etched for 40 seconds with 0.001 N hydro- 
chloric acid. The sections in the third group were 
treated with stannous fluoride and then washed 
for two hours under running water. The sections 
in the fourth group received the same stannous 
fluoride treatment as those in the first three 
groups, then were etched with hydrochloric acid 
and washed for two hours under running water. 

Methylcellulose-carbon replicas of the sections 
were obtained and observed under an electron 
microscope. 

Two different types of morphological changes 
were noted on the enamel surfaces treated with 
stannous fluoride: (1) roughening of the enamel 
surface, and (2) formation of deposits of various 
sizes. 

The first type of change was similar to the 
change observed when enamel is etched with 
acid. 

Roughening of the enamel surface was ob- 
served in those enamel sections which had been 
soaked in stannous fluoride for from 5 minutes to 
48 hours; the degree of change increased with 
the duration of soaking. 

Deposits were observed on those sections which 
had been treated with stannous fluoride for 48 
hours or more. The deposits gradually increased 
until they formed a layer on the enamel surface. 

The stannous fluoride treatment changed the 
enamel surface into a substance which appeared 
amorphous by electron diffraction. This change 
was noted even in the sections treated very 
briefly, in which no morphological change was 
observable under the electronmicroscope. 


The stannous fluoride treatment reduced the 


acid solubility of the enamel surface in a short 
time. In the experiments of longer duration, the 
stannous fluoride penetrated into the tooth sub- 
stance and the surface layer of enamel became 
less soluble to acid than the deeper layers of 
enamel. 

The morphological change and reduction of 
acid solubility of the enamel surface brought 
about by stannous fluoride treatment were endur- 
ing and were unaffected by washing in water. 


Kurahashi, Yoshiaki. Tokyo Dental College, No. 17, 
Kanda-Misaki-cho, Chiyodaku, Tokyo, Japan. Elec- 
tron microscopy on structural changes on enamel sur- 
face due to stannous fluoride. Shikwa Gakuho 60: 1-22 
Sept. 1960 


Bacteriology 


inactivation of microorganisms 
by ultraviolet radiation 


Although it has long been known that ultraviolet 
radiation is lethal to microorganisms, a clear 
understanding of the mechanism of the destruc- 
tive process is still lacking. During the last 20 
years progress in this field has been promising, 
mainly because of the increasing research in 
photobiology and radiobiology. The recent inter- 
est in these sciences is not purely academic. A 
better understanding of the mechanism of radia- 
tion inactivation may provide the medical and 
dental professions with new means for the protec- 
tion of patients against bacterial and radiation 
damages. Because some recently developed steri- 
lization methods have made use of radiation, the 
dental, medical and industrial interests are ob- 
vious. 

Ultraviolet radiation can damage a bacterial 
cell in several ways. At least some parts of this 
damage may be repaired by the cell. This has 
been demonstrated by the reactivation phe- 
nomenon. 

For practical reasons, it can be assumed that 
a bacterial cell is killed (or rather, inactivated) 


ag 


when it has lost its ability of indefinite division. 
This concept provides determination of the frac- 
tion of cells in a suspension inactivated by a cer- 
tain dose of ultraviolet rays. Known amounts of 
the suspension prior to and after exposure are 
seeded on a solid nutrient medium (agar). This 
medium is incubated at a proper temperature for 
a given period. During the incubation, the living 
bacterial cells start growing and dividing, eventu- 
ally forming visible bacterial colonies. Each living 
cell may give rise to one colony. From the number 
of colonies, the fraction of surviving cells can be 
calculated. 

The reactivation phenomena, however, demon- 
strate that bacterial cells may survive after ex- 
posure to otherwise lethal ultraviolet radiation 
doses by an interference with the ultraviolet- 
induced chain of destructive processes. 

The investigation has established that ultra- 
violet (and any other ionizing) radiation dam- 
ages the chromosomes (desoxyribonucleic acid) 
inside bacteria. Substantial evidence was pro- 
vided that ultraviolet radiation alone has been 
responsible for the death of the cells. However, 
viruses are so different from other microorganisms 
that they have to be classified apart in regard to 


radiation inactivation. 


Stuy, J. H. N. V. Philips’ Research Laboratorium, 
Eindhoven, The Netherlands. Inactivation of micro- 
organisms by ultraviolet radiation. M.Mundi 6:122- 
126 Dec. 1960 [in English] 


Antibiotic-resistant staphylococci: 
their significance in dental practice 


Dental operations are performed in an area which 
often is contaminated with potentially pathogenic 
staphylococci. The dentist constantly is exposed 
to staphylococcal infection on the skin and upper 
respiratory tract during his work. 
Bacteriological survey of a large series of cul- 
tures obtained from the anterior nares of staff 
members, students and patients at the Royal Den- 
tal College in Copenhagen shows that dentists and 
dental students are more liable to harbor Staphy- 
lococcus pyogenes var. aureus in the nose than is 
the general population represented by patients 
examined on their first visit to the dental clinic. 
The incidence of penicillin-resistant strains, how- 
ever, is not significantly higher among dentists. 
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The prevalence of nasal carriers in staff mem- 
bers and dental students probably is caused by 
the spread of certain staphylococcal types among 
persons working at the dental college. Patients 
undergoing treatment at the dental college for 
comparatively long periods are not contaminated 
with these staphylococci. 

Studies of air-borne bacteria show that only 
very few particles carrying Staph. pyogenes var. 
aureus are present in the air in the clinical depart- 
ments. Contamination of the immediate environ- 
ment of student and patient during treatment is 
heavier. Dust on the floor, and chairs, telephones 
and especially towels often contain staphylococci. 


Jensen, Steen Bgrglum. Royal Dental College, Co- 
panhagen, Denmark. Kemoresistente Stafylokokker 
og deres betydning for odontologisk praksis. Tand- 
laegebl. 65:93-115 March 1961 


Bacteria isolated from root canals 
during endodontic treatment 


In this study, 695 pure cultures were isolated 
from 601 specimens taken from 392 root canals 
of patients undergoing endodontic treatment in 
the Liverpool Dental Hospital. Streptococci were 
found in 36.0 per cent of the teeth examined; 
lactobacilli, 2.1 per cent; staphylococci, 26.8 per 
cent; micrococci, 11.2 per cent; Neisseria, 5.6 per 
cent; gram-negative rods, 4.3 per cent, and 
yeasts, in 6.5 per cent of the teeth that were ex- 
amined. 

Only 32 per cent of all root canals sampled 
were sterile after the first treatment, and 25 per 
cent of all canals sampled were not sterile after 
two dressings had been applied. 

Microorganisms from each of the commonly 
isolated groups were tested for growth in the 
presence of medicaments used for treating canals 
from which the organisms had been isolated; no 
resistant strains of bacteria were encountered. 

The organisms isolated from the same root 
canal on different occasions were not always 
identical. 


Melville, Thomas H., and Slack, Geoffrey L. School 
of Dental Surgery, University of Liverpool, Liverpool, 
England. Bacteria isolated from root canals during 
endodontic treatment. Brit.D.J. 110:127-130 Feb. 21, 
1961 
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Fungus species in the human saliva 


The main problem of mycotic infections involv- 
ing the oral cavity, the respiratory tract and the 
lungs lies in the fact that saprophytic fungi can 
become pathogenic in man but not in experimen- 
tal animals. The fungi species observed, however, 
vary significantly and most of them can be influ- 
enced by the use of broad-spectrum antibiotics. 

Saliva specimens of 300 patients with mycotic 
infections treated at the Medical Clinic of the 
University of Greifswald, Germany, were exam- 
ined for the presence of fungi. In almost 80 per 
cent of the saliva specimens fungi could be iso- 
lated. The number of strains growing on appro- 
priate culture media varied between a few physi- 
ologic and several confluent growths. 

The fungi species most frequently isolated in 
human saliva were as follows: (1) Candida 
albicans, 50 per cent; (2) C. tropicalis, 15 per 
cent; (3) C. pseudo-tropicalis, 11 per cent; (4) 
Saccharomyces fragilis, 11 per cent, and (5) vari- 
ous strains of Torulopsis, 8 per cent. 

The density of growth of specific fungus strains 
other than C. albicans indicates that they may be 
significant factors in the development of mycotic 
infections. 


Bernhardt, H. Medical Clinic, Ernst Moritz Arndt 
University, Rotgerberstrasse 8, Greifswald, Germany. 
Fungus Spezies im menschlichen Speichel. Zbl.Bakt. 
L.Orig. 178:188-197 Oct. 1960 


Oncology 


Early morphologic detection 
of malignant changes in the mouth 


Three diagnostic technics for early morphologic 
detection of malignant changes in the oral cavity 
were investigated: (1) Hinselmann’s colposcope 
(used as a stomatoscope); (2) Schiller’s iodine 
test, and (3) cytologic (cytokinetic) reactions. 

The use of the somatoscope provided early rec- 
ognition of leukoplakia on the mucous membrane 
of the cheeks, gingivae and the tongue. 


Schiller’s iodine test proved especially useful in 
staining white the freshly formed cancer cells 
which do not contain glycogen and were, there- 
fore, resistant to other staining methods. 

Exfoliate cytologic (cytokinetic) studies re- 
sulted in early detection of changes occurring in 
the cytoplasm during miosis or mitosis, thereby 
exposing the cells which had desquamated from 
the surface of the oral mucosa. This desquama- 
tion must be considered as an initial symptom of 
malignant oral tumors. 

All three diagnostic technics, therefore, pro- 
vided ample information as to malignant changes 
occurring in leukoplastic regions, whether in the 
form of an atypical hyperplasia of the epithelial 
cells or in the form of a cornification of the mu- 
cosal surface. 

Electronmicroscopic examination of biopsy 
specimens, taken from the leukoplastic oral le- 
sions, failed in detecting an early phase whether 
significant morphologic substrata were present to 
promote the development and growth of cancer 
cells or whether a potential malignancy existed 
within the white, thick and fissured patches cov- 
ering the oral mucosa, although these patches 
were obviously associated with the unquestion- 
ably precancerous condition, leukoplakia. 


Fasske, E.; Hahn, W.; Morgenroth, K., and Tre- 
mann, H. Neuenheimer Landstrasse 28/30, Heidel- 
berg, Germany. Morphologische Friiherkennung bés- 
artiger Geschwiilste der Mundhdéhle. Klin.Wschr. 
38:955-956 Sept. 15, 1960 


Radiation treatment of cancer of the mouth, 
pharynx, larynx and neck 


During the 24 year period from 1931 to 1954, 
successful results through radiation treatment 
alone were obtained in 633 patients with cancer 
of the mouth, pharynx, larynx and neck. Sites of 
the tumors were as follows: anterior two thirds of 
tongue, 119 instances; base of tongue, 55; meta- 
static lymph nodes, 113; tonsil, 101; nasopharynx, 
78; floor of mouth, 51; extrinsic larynx, 50; soft 
palate, 36, and buccal mucosa, 30. The cases 
recorded were restricted to those in which the 
successful end result could be credited unequivo- 
cally to radiation therapy alone. Only those pa- 
tients remaining alive and free of cancer for five 
years or more were included. Many other pa- 


tients were treated successfully by a combination 
of radiation therapy and surgery, or by surgery 
alone, but such patients were not included in this 
report. 

In the beginning, radiation treatment was 
planned mostly by guesswork. Those technics 
which succeeded were retained, and those which 
always failed were discarded; by trial and error, 
the staff arrived at the successful technics and 
dosages described. There always has been an 
element of empiricism in arriving at total dosage, 
and the physical factors employed have been 
somewhat influenced by the available equipment. 

Many of these 633 patients successfully treated 
with radiation now would be treated surgically. 

The best way to destroy cancer by radiation is 
to keep the portal size as small as possible and 
run the total dose of roentgen rays up close to 
the limit of normal tissue tolerance. The smaller 
the port used, the larger the total dose of roentgen 
rays can be. The use of small treatment ports 
necessitates the positioning of the patient under 
the x-ray machine with great care, and the pro- 
hibiting of motion during the treatment interval. 
A metal cylinder is pressed firmly against the 
skin. Several small sandbags are used to help im- 
mobilize the head and neck. All patients are ex- 
amined frequently during treatment. If the radia- 
tion reaction does not appear properly localized, 
the size, position and direction of the treatment 
cylinder can be corrected promptly. 

Gold radon seeds are considered to be most 
useful and practical for supplementing roentgeno- 
therapy with interstitial radiation. It is the au- 
thor’s practice to insert these seeds whenever 
possible and not to rely exclusively on roentgen 
rays to destroy the cancer being treated. Experi- 
ence has shown that tissue necrosis can be avoided 
or minimized by using seeds of the strength of 
1.0 me. or less and by never implanting more 
than 20 to 30 mc. in any one region of the mouth 
or neck. 

If the exact roentgen ray dose needed to de- 
stroy a malignant tumor were known in advance, 
such a dose could be given at a single treatment. 
Alas, such a magic dose never is known with 
certainty at the start of treatment, so that the 
therapist must fractionate the doses and “sneak 
up” on the final figure. Protraction gives the 
therapist a chance to observe the response of the 
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tumor to roentgen rays and to reserve decision as 
to the total dose until well along in the treatment 
program. 

Only round or oval ports are used; both are 
shapes in which all useless corners are eliminated 
and in which the volume of tissue irradiated is 
reduced by more than 20 per cent from the vol- 
ume irradiated with square and rectangular ports. 

The author's experience indicates that he has 
not yet found the ideal combination of physical 
factors for the successful irradiation of the various 
forms of head and neck cancer. Radiation therapy, 
in general, over the past 20 years has been an 
increasing disappointment to many who held high 
hopes for its ultimate possibilities. We must con- 
tinue to treat patients by radiation methods which 
we know have succeeded in the past. We must 
modify, refine and try to improve these technics 
as new ideas and new equipment become avail- 
able. We must give preference to surgery in those 
cases in which the morbidity can be decreased 
and the salvage increased over the results of 
radiation therapy. 


Catlin, D. 655 Park Avenue, New York 21, N.Y. 
Radiation treatment of cancer of the mouth, pharynx, 
larynx and neck: a record of successful results. Am.]. 
Roentg. 85:448-465 March 1961 


Pathology 


Oral conditions 
of the mentally retarded patient 


To determine whether there is any correlation be- 
tween mental retardation and dental caries, gin- 
gival disturbances and developmental anomalies, 
38 mentally retarded children with an average 
age of 15.9 years, at the Devereux School in 
Devon, Pa., were examined. Their average I.Q. 
was 55.3. For comparison, a group of 20 emo- 
tionally disturbed children in the same age range, 
with an average I.Q. of 101, was examined. 

The mentally retarded group averaged 3.5 res- 
torations, 2.5 carious lesions and 11.4 DMF teeth 
per child. The emotionally disturbed group aver- 
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aged 8.5 restorations, 1.0 carious lesion and 13.5 
DMF teeth per child. The lower incidence of 
caries in the retarded children may be attributed, 
in part, to the fact that they had been at Devereux 
School longer, and that retarded children are 
much more concerned with care of their teeth. 

Wear facets were found on the teeth of 32 per 
cent of the retarded children and only 5 per cent 
of the emotionally disturbed children; apparently, 
the retarded have more nervous habits than the 
mentally disturbed. 

Diastemata between maxillary permanent cen- 
tral incisors were found in 34 per cent of the re- 
tarded and 15 per cent of the disturbed children. 
The incidences of the following conditions in the 
retarded and the disturbed children were as fol- 
lows: overbite, 45 per cent and 75 per cent; 
anterior overjet, 55 per cent and 90 per cent; 
crossbite, 10 per cent and 15 per cent; enamel 
hypoplasia, 5 per cent and 5 per cent; calculus 
deposits, 55 per cent and 20 per cent; gingivitis, 
74 per cent and 20 per cent. 

Since both groups are on the same diet and are 
treated by the same dentists, the retarded chil- 
dren seem to be more predisposed to both cal- 
culus and gingival disturbances than are the 
disturbed children. 


Tannenbaum, Kenneth A., and Miller, Jerold W. 
605 Troy Street, Dayton, Ohio. Oral conditions of the 
mentally retarded patient. J.Den.Children 27:277-280 
Dec. 1960 


Recurrent aphthous ulcerations 
and recurrent herpes labialis 


In the first report in this series, 55 per cent of 
1,788 dental, medical, veterinary and nursing 
students reported a positive history of recurrent 
aphthous ulcerations. A relationship between re- 
current aphthous ulcerations and recurrent herpes 
labialis was suggested in women but not in men. 
In an effort to determine whether associated 
systemic findings might indicate further relation- 
ships between the two diseases, medical history 
forms were mailed to the 1,788 students. Medical 
history forms were completed and returned by 
1,133 students; this group did not differ from the 
original group as regards age, sex, marital status, 
religion or prevalence of the two diseases. 


Analysis of the results revealed significant re- 
lationships between recurrent aphthous ulcera- 
tions and eye, ear, nose and throat systems, as 
well as infectious diseases, allergy, cardiorespira- 
tory, neurological and emotional systems in men, 
and eye, ear, nose and throat, neurological and 
emotional systems in women. 

The relationship between emotional factors 
and recurrent aphthous ulcerations in both sexes 
was the strongest relationship noted in all anal- 
yses of both individual factors and group systems, 
and appeared to be related to the severity of the 
disease. 

No relationships between systemic factors and 
recurrent herpes labialis were noted. 

The fact that persons of both sexes with recur- 
rent aphthous ulcerations differ from persons with 
no history of this disease in the same population 
as regards various nonoral diseases and symptoms 
would suggest that the etiology of recurrent 
aphthous ulceration is more complex than previ- 


ously has been suggested. 


Ship, Irwin I.; Morris, Alvin W.; Durocher, Roy T., 
and Burket, Lester W. Philadelphia General Hospital, 
Philadelphia, Pa. Recurrent aphthous ulcerations and 
recurrent herpes labialis in a professional school stu- 
dent population: II. Medical history. Oral Surg.,Oral 
Med.& Oral Path. 13:1317-1329 Nov. 1960 


Incidence of congenital defects 


Of 27,087 viable newborn infants delivered in a 
ten-year period (1949 to 1958) at the Woman’s 
Hospital Division of St. Luke’s Hospital, New 
York City, 511 (1.88 per cent) had one or more 
congenital defects. 

The ten most frequent anomalies in the order 
of their frequency were: anomalies of the foot, 
1:200; hydrocele, 1:459; hypospadias, 1:615; 
mongolism, 1:630; cryptorchism, 1:645; con- 
genital heart disease, 1:675; polydactyly, 1:713; 
hemangioma, 1:903; cleft lip and cleft palate, 
1:1,289, and hydrocephalus, 1:1,593. 

The low incidence of cleft lip and cleft palate 
in this series may be accounted for by the rela- 
tively high percentage of Negro citizens in New 
York City. 

The practice of recording cleft lip with cleft 
palate as a single incidence has hitherto been 
standard. It has been shown conclusively, how- 
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ever, that the primary palate (lip, anterior septum 
and premaxilla) develops earlier and in a differ- 
ent manner from the secondary palate (hard and 
soft palate), so that cleft lip is a totally different 
anomaly from cleft palate. The incidences for 
cleft lip alone and cleft palate alone should be 
cited independently. A third incidence should 
be recorded for the occurrence of cleft lip with 
cleft palate. 

From the authors’ studies, cleft palate alone is 
the most common anomaly (1:2,709) of the 
three; clept lip and cleft palate is the next most 
common (1:3,386), and the incidence for cleft 
lip alone is least common (1:9,029). 


Sesgin, M. Ziya, and Stark, Richard B. St. Luke’s 
Hospital, New York, N.Y. The incidence of congenital 
defects. Plast.& Reconstr.Surg. 27:261-267 March 
1961 


Surfaces of human teeth 
found in a Neolithic tomb 


The surfaces of 133 teeth discovered in an exca- 
vated Neolithic tomb at Calden, North Hesse, 
Germany, were examined at the Dental Institute 
of the University of Marburg, Marburg/Lahn, 
Germany. 

In this study, the “adhesion-relief”? method 
(replica technic) was used. The study material 
consisted of 59 jaws and jaw fragments contain- 
ing 5 deciduous second molars, 12 permanent 
central incisors, 11 permanent lateral incisors, 15 
permanent cuspids, 10 permanent first bicuspids, 
19 permanent second bicuspids, 30 permanent 
first molars, 25 permanent second molars, and 5 
permanent third molars; altogether, 128 perma- 
nent and 5 deciduous teeth. 

Replicas for optical microscopy were made of 
the surfaces of all 133 teeth. The microscopic 
structures of the enamel surface of most Neolithic 
teeth showed numerous small (regular or ir- 
regular) transverse ridges (perikymata), lamellar 
areas, enamel rod ends, lamination and reticula- 
tion, as well as numerous fissures, pits and 
scratches caused by undetermined factors. In 
most of these teeth, all more than 4,000 years 
old, the enamel cuticles appeared well-preserved. 
The diameter of the enamel prisms averaged be- 
tween 6 and 7 microns. 
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Gradual disappearance of the perikymata was 
observed in teeth of obviously aged individuals. 
Similar degrees of progressive loss of structure, 
a phenomenon also associated with the aging 
process, were established in some of the Neolithic 
teeth. 

Grouping of the surface replicas according to 
the approximate individual age and the degree of 
occlusal attrition revealed that the factors causing 
occlusal attrition in the teeth of recent man did 
not contribute significantly to the structural loss 
of the smooth surfaces in Neolithic man. There 
was a considerably higher incidence of surface 
irregularities (mainly deep grooves and pits) in 
the teeth of Neolithic man than there is in those 
of recent man examined for comparison. It must 
be assumed that the high proportion of macro- 
scopic and microscopic irregularities in the sur- 
faces of Neolithic teeth resulted from a specific 
nongenetic influence exerted during tooth forma- 
tion. 


Heuser, H., and Pantke, H. Dental Institute, Uni- 
versity of Marburg, Kethzerbach 21%, Marburg/ Lahn, 
Germany. Oberflichenhistologische Untersuchungen 
an jungsteinzeitlichen Zihnen. Stoma 14:25-43 Feb. 
1961 


Recurrent fever blister and canker sore 


Recurrent herpes labialis, commonly referred to 
as fever blister or cold sore, has been reported 
to occur in 38 per cent of the population. Herpes 
simplex virus has been demonstrated in as many 
as 90 per cent of instances. 

Recurrent aphthous stomatitis, commonly re- 
ferred to as canker sore, has an uncertain etiology. 
The recurrent nature of this syndrome, the grossly 
similar appearance of its lesions to cold sores, 
its apparent provocation by a variety of non- 
specific stimuli, its complete unresponsiveness to 
all types of systemic or local therapy, and the lack 
of a more suitable explanation have contributed 
to the view that recurrent canker sores are mani- 
festations of infection with herpes simplex virus. 
However, attempts to isolate this or any other 
virus from aphthous ulcers have been almost uni- 
formly unsuccessful in several laboratories. 

Patients with recurrent herpes labialis and re- 
current aphthous stomatitis were seen in the Den- 
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tal Clinic, Clinical Center, National Institutes of 
Health. Specimens from lesions of 11 patients 
with recurrent herpes labialis and from 31 pa- 
tients with aphthous ulcerations were tested for 
herpes simplex and other viruses in four types 
of mammalian cell cultures known to be sus- 
ceptible to a wide variety of viruses. 

Of 25 herpetic lesions cultured, 13 lesions from 
seven patients yielded herpes simplex virus; none 
of the 25 lesions gave evidence of any other 
virus. 

None of the 100 recurrent aphthous ulcera- 
tions in 31 patients gave evidence of any viral 
activity. 

The findings substantiate previous investiga- 
tions, in that herpes simplex virus was readily 
isolated from lesions clinically diagnosed as her- 
pes labialis but never from recurrent aphthae. 


Ship, I. I.; Ashe, W. K., and Scherp, H. W. Na- 
tional Institute of Dental Research, Bethesda 14, Md. 
Recurrent “fever blister” and “canker sore.” Arch. 
Oral Biol. 3:117-124 Feb. 1961 


Some clinical observations 
on marginal gingivitis 


In this study designed to identify the relation be- 
tween oral environmental factors and clinical 
marginal gingivitis, 500 men 17 to 20 years old 
were examined at the Great Lakes Naval Train- 
ing Center. Criteria for the presence of marginal 
gingivitis were the presence of a band of redness 
involving the marginal gingiva, and a loss of con- 
tour of the marginal gingiva. 

Sixteen possible etiologic factors were recorded 
as being either absent or present. After tabulation 
and analysis, the following conclusions were 
drawn: 

1. Smoking was the most prevalent factor 
noted, although the high percentage of smokers 
in the general population might make this factor 
less important. 

2. Food debris, found on 77 per cent of the 
tooth surfaces, was the second most prevalent 
factor found. 

3. The conditions of “home care fair” (absence 


of soft and hard deposits) and “home care poor” 
(presence of food debris, calculus and staining) 


were found in a total of more than 98 per cent of 
the surfaces involved. 


4, Granular tooth surface accompanied more 
than 47 per cent of the affected soft tissues. 

5. Combined soft deposits (food or materia 
alba) on the teeth were present in more than 95 
per cent of the involved surfaces. 

6. Calculus, both supragingival and subgingi- 
val, was present in 11 per cent of the involved 
surfaces. 


7. Eighty per cent of the involved surfaces 
were in the posterior region. 

8. In gingivitis in the anterior region, only the 
labial gingiva was involved. 

9. Of all the involved surfaces in the posterior 
region, the buccal marginal gingiva was involved 
only 3.5 per cent of the time. 

10. Of all involved surfaces noted, 65 per cent 
were on the left side. 

11. Class II marginal gingivitis was found 
more frequently in the lower arch than in the 
upper arch. 


Enzer, Matthew I. 708 West Bittersweet Place, 
Chicago, Ill. Some clinical observations on marginal 
gingivitis. Northwest.Univ.Bul. 61:3:9-18 Dec. 1960 


Discoloration of the teeth in patients 
with cystic fibrosis of the pancreas 


Of 52 patients ranging in age from 9 months to 
16 years, attending the Cystic Fibrosis Clinic of 
Babies Hospital, New York City, 38 exhibited a 
peculiar discoloration of the teeth. All 52 patients 
(27 males and 25 females) had a medically proven 
diagnosis of cystic fibrosis of the pancreas. 

The tooth discoloration ranged from gray- 
black to brown to black. The deciduous teeth 
were involved in 31 patients, the permanent teeth 
in 18 patients, and both the deciduous and perma- 
nent teeth in 11 patients. 

Studies as to the specific teeth and tooth areas 
involved, specific color hues observed, and the 
histology of exfoliated or extracted teeth are now 
in progress. 


Zegarelli, Edward V.; Denning, Carolyn R.; Kut- 
scher, Austin H.; Tuoti, Ferdinand, and di Sant’Ag- 
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nese, Paul A. Babies Hospital, Columbia-Presbyterian 
Medical Center, New York, N.Y. Discoloration of the 
teeth in patients with cystic fibrosis of the pancreas. 
New York State D.J. 27.237-238 May 1961 


Periodontics 


Dental calculus: a biophysical study 


In most instances there are noticeable differences 
in appearance, consistency and attachment be- 
tween supragingival and subgingival calculus. 
Supragingival calculus usually is less hard and less 
firmly attached to the surface of the tooth. It is 
mostly white or yellowish. Occasionally, it forms 
a voluminous coating and appears most readily 
where the ducts of the large salivary glands enter 
the oral cavity. Therefore supragingival calculus 
is to be found largely on the buccal surfaces of the 
upper first and second molars and the lingual as- 
pects of the lower incisors. Subgingival calculus is 
often hard and so firmly attached to the tooth 
that its removal presents a considerable problem. 
It usually is gray or dark. The deposits are not 
large, and they have no tendency to localization 
at the exits of the salivary ducts. 

In this study, samples of dental calculus from 
27 patients were examined by microradiography 
and analyzed by roentgen-ray crystallography. 
The dental calculus was of the supragingival type 
in 15 instances and of the subgingival type in 12. 

Crystallographic analysis showed that the su- 
pragingival calculus was pure apatite in four in- 
stances; predominantly apatite plus a small 
quantity of whitlockite in eight instances; predom- 
inantly apatite plus a small quantity of brushite in 
one instance, and predominantly brushite plus 
small quantities of whitlockite and apatite in one 
instance. The subgingival calculus was pure 
apatite in three instances; predominantly apatite 
plus a small quantity of whitlockite in seven in- 
stances; and predominantly whitlockite plus a 
small quantity of apatite in two instances. In sum- 
mary, the calculus of both types consisted, in 
the majority of instances, of apatite with small 
amounts of whitlockite. 
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Microradiographic examination revealed that 
in most instances there was a larger amount of 
nonmineralized substance in the supragingival 
type than in the subgingival type. In five instances 
of supragingival calculus there was stratification, 
with nonmineralized material alternating with 
mineralized material. 

In two specimens of supragingival calculus the 
concrement presented the microradiographic pic- 
ture typical of subgingival specimens. In two 
instances of voluminous supragingival calculus 
there were areas of a subgingival nature in the 
region adjacent to the tooth surface. 

In some instances, zones of hypermineralization 
were found in the tooth substance immediately be- 
low the concrement. In two instances, there also 
was a narrow, highly mineralized marginal zone 
on the tooth surface beside the concrement. 

The occurrence of local zones of hyperminerali- 
zation in the dental substance immediately be- 
neath the concrement apparently indicates that 
the process responsible for the formation of cal- 
culus, at least in places, penetrates into the super- 
ficial tooth substance, as Zander (1952) suggested. 
A practical consequence of this would be that re- 
moval of the calculus must include planing of the 
surface of the tooth. 


Forsberg, Arne; Lagergren, Curt, and Lénnerblad, 
Tore. University of Uppsala, Uppsala, Sweden. Den- 
tal calculus: a biophysical study. Oral Surg.,Oral 
Med.& Oral Path. 13:1051-1060 Sept. 1960 


Therapeutics 


Role of salivary depressants in dentistry 


Four salivary depressants and a placebo were 
tested on 22 subjects 8 to 12 years old. The medi- 
cations and dosages were as follows: prometha- 
zine hydrochloride, 25 mg.; methantheline bro- 
mide, 50 mg.; tricyclamol chloride, 50 mg.; 
placebo, 300 mg. capsule of lactose, and meprob- 
amate, 200 mg., plus methantheline bromide, 50 
mg. Each drug was put in a colored 300 mg. 
capsule, and lactose was added to provide a uni- 
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form appearance. The double blind technic was 
used. Each subject was available for a period of 
two hours for the collection of saliva samples by 
the modified Mushin technic (Mushin and others, 
1953). During the collection of saliva samples, 
the subject was first asked to swallow and then 
requested to expectorate repeatedly into a grad- 
uated cylinder for a one minute period. Each 
measurement was recorded at intervals of five 
minutes, to determine the onset of action. 

Methantheline bromide had the most rapid 
onset (60 minutes), it reduced salivary flow to 
0.52 ml. a minute, and its action endured for 
more than two hours. The onset of the other sali- 
vary depressants ranged from 60 to 90 minutes. 
Promethazine hydrochloride was effective for 30 
minutes, and tricyclamol chloride for 60 minutes. 
The depressant action of these two drugs on sali- 
vary flow was not as great as that demonstrated 
by methantheline bromide. In spite of the delayed 
onset of action of promethazine hydrochloride and 
tricyclamol chloride, it is possible that the degree 
of depression and the reduced duration of action 
of these drugs may be advantageous for some 
dental procedures. Methantheline bromide, how- 
ever, with its rapid onset, long duration and re- 
duced volume of saliva, appeared to be the most 
effective. 

No harmful side reactions were noted. 

The salivary depressants reduce the flow suffi- 
ciently to warrant their use in dentistry when a 


dry field is helpful. 


Quigley, Lawrence F., Jr., and Shiere, F. R. Tufts 
University School of Dental Medicine, Boston, Mass. 
The role of salivary depressants in dentistry. Oral 
Surg.,Oral Med.& Oral Path. 14:419-425 April 1961 


Parabromdylamine maleate and methocarbamol 
after oral surgical procedures 


The effects of an antihistamine, parabromdy- 
lamine maleate, and of a muscle relaxant, metho- 
carbamol, were evaluated clinically in 122 pa- 
tients at the Loyola University (Chicago) School 
of Dentistry who underwent oral surgical proce- 
dures. The patients were divided arbitrarily into 
three groups. Group A received parabromdy- 
lamine maleate, one tablet of 12 mg., twice a day. 

Group B received placebos, and those in Group C, 


the control group, received no medication. Of the 
patients whose third molars were extracted, those 
in Group A received methocarbamol, two tablets 
of 0.5 Gm. each four times a day, in addition to 
the antihistamine. All medication was started 24 
hours before surgery and continued for 48 hours 
postoperatively. Control patients were told to take 
an analgesic tablet every four hours, if needed, 
for severe discomfort. 

Of the 41 patients in Group A receiving 
parabromdylamine maleate, 66 per cent reported 
no swelling; of the 40 patients in Group B receiv- 
ing placebos, 35 per cent reported no swelling, 
and of the 41 patients in Group C receiving no 
medication, 41 per cent reported no swelling. 
With reference to a decrease in pain, no remark- 
able differences were reported by the patients in 
the three groups. 

Of the 72 patients who had mandibular third 
molar extractions and who participated in the 
methocarbamol phase of the experiment, 61 per 
cent reported no swelling as compared with 21 
per cent of Group B and 20 per cent of Group C. 

Of the patients in Group A, 74 per cent re- 
ported no trismus as compared to 38 per cent of 
those in Group B and 20 per cent of those in 
Group C. 

Parabromdylamine maleate had definite bene- 
ficial effects in the reduction of postoperative 
swelling. In the reduction of postoperative trismus 
after the extraction of mandibular third molars, 
methocarbamol exerted a favorable influence. 


Sachs, John M., and Sorensen, Viggo B. Loyola 
University School of Dentistry, Chicago, Ill. Prelimi- 
nary report on the effects of parabromdylamine male- 
ate and methocarbamol after oral surgical procedures. 
J.Oral Surg., Anesth. & Hosp.D.Serv. 19:146-149 
March 1961 


Hydroxyzine: a new psychotherapeutic agent 
for anxiety in oral surgery 


Four clinical experiments, involving 158 acutely 
apprehensive, ambulatory oral surgical patients, 
were carried out to determine the efficacy of 
hydroxyzine in controlling preoperative nervous- 
ness and apprehension. 

In the first experiment, the effects in 34 of 41 
patients receiving 50 mg. of orally administered 
hydroxyzine were rated “good” (patient was calm 


and relaxed with no perceptible nervousness or 
apprehension ). 

In a double-blind study, the effects of the same 
dosage of hydroxyzine in 51 of 67 patients (76 per 
cent) were rated “good,” whereas the effects of a 
placebo were rated “good” in only 10 of 33 pa- 
tients (30 per cent). 

In a third experiment, the dosage of orally ad- 
ministered hydroxyzine was increased to 100 mg. 
The effects were rated “good” in 9 of 10 patients. 

In the last experiment, seven ambulatory pa- 
tients about to undergo general anesthesia were 
given 50 mg. of hydroxyzine intravenously. In all 
seven the effects were rated “good.” 

The maximum effect of orally administered 
hydroxyzine is approached in about 30 minutes. 
When the drug is injected intramuscularly, the 
effect is noted in 3 to 5 minutes, and when in- 
jected intravenously, the effect is noted immedi- 
ately. 

Blood pressure changes and pulse changes are 
negligible. Side reactions were dryness of the 
mouth in 28 (22 per cent) of the patients, drowsi- 
ness in 5 (4 per cent), and dizziness in 1 (0.8 per 
cent). 

Hydroxyzine closely approaches the ideal drug 
for premedication in ambulatory oral surgical pa- 
tients. 


Linenberg, William B.; Frush, L. Edgar, Jr., and 
Harpole, H. James. Grady Memorial Hospital, Atlanta, 
Ga. Hydroxyzine: a new psychotherapeutic agent for 
anxiety in oral surgery. J.Oral Surg.,Anesth.& Hosp.D. 
Serv. 19:30-33 Jan. 1961 


Ethoheptazine and aspirin 
compared with other analgesic combinations 


Four hundred and thirty-nine outpatients who 
experienced pain associated with oral surgical 
procedures were given either a placebo or one of 
four analgesic combinations—ethoheptazine-as- 
pirin, codeine-aspirin, codeine-A.P.C. compound, 
or d-propoxyphene-A.P.C. compound, in the 
usual clinical doses. The patients ranged in age 
from 11 to 90 years. 

The efficiency and side effects of the agents 
were determined from subjective data. 

All four combinations were reasonably effi- 
cient. When mild or moderate pain was present, 
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the effectiveness of the combinations was ex- 
tremely high (complete relief in 86 to 96 per 
cent of the subjects) but effectiveness of the 
placebo was almost equal (complete relief in 73 
per cent of subjects). In instances of severe and 
moderately severe pain, the effectiveness of the 
placebo fell sharply, and the four analgesic com- 
binations showed varying degrees of reduction in 
efficiency. The codeine-A.P.C. mixture showed 
the least loss of effectiveness (from 96 per cent 
receiving complete relief of moderate and mild 
pain to 94 per cent receiving complete relief of 
severe and moderately severe pain). 

As to side effects, the ethoheptazine-aspirin 
combination scored in the range of the placebo 
(5 instances in 75 patients), whereas the codeine- 
aspirin and d-propoxyphene-A.P.C. compound 
combinations produced significantly more reac- 
tions (18 instances in 66 patients and 23 instances 
in 73 patients). 


Haynes, Clinton E., and Morrison, Richard D. 
Washington University School of Dentistry, St. Louis, 
Mo. Clinical comparison of ethoheptazine and aspirin 
with other analgesic combinations. J.Oral Surg., 
Anesth.& Hosp.D.Serv. 19:114-121 March 1961 


Incidence and duration of pain 
following endodontic therapy 


A double-blind study was conducted by six endo- 
dontists on 698 patients to determine the effects 
of sulfonamides and other agents on the inci- 
dence, severity and duration of pain after root 
canal therapy. The drug pairs compared were: 
sulfonamides (in the form of sulfamethoxypy- 
ridazine, Kynex powder) versus placebo, anti- 
biotic mixtures versus placebo, sulfonamides 
versus antibiotic mixtures, and sulfonamides 
versus a combination of sulfonamides with anti- 
biotics. 

Forty per cent of all patients experienced pain; 
in half of these patients the discomfort was slight. 

The incidence of pain reported for the patients 
of each dentist ranged from 9 to 57 per cent. 

There was no statistical difference in the inci- 
dence or the severity of pain, regardless of which 
pair of drugs was compared. 

The duration of pain usually was one day or 
less, but 15 per cent of the patients (representing 
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37 per cent of those with pain) reported having 
pain for more than one day. Differences in the 
duration of pain possibly exist for only one pair 
of the tested drugs—sulfonamides versus placebo 
—and even here the differences are not significant 
statistically. Of the patients treated with sulfon- 
amides, 8 per cent had pain lasting more than one 
day (29 per cent of the instances of pain), whereas 
pain of that duration was felt by 12 per cent of 
the patients (50 per cent of the instances of pain) 
who had been treated with placebos. 

Patients younger than 21 years old had a sig- 
nificantly lower incidence of pain (21 per cent) 
than those who were 21 years old or older (45 per 
cent). There were no important differences in the 
duration of the pain for the two age groups. 

The incidence, but not the duration, of pain 
was significantly greater after treatment of pa- 
tients with acute pulpitis or pericementitis than 
after treatment of those with chronic pulpitis or 
pericementitis. 

Positive cultures were obtained from about two 
thirds of the involved teeth before the canal was 
entered. The incidence and duration of pain were 
only a little greater when the cultures were posi- 
tive than when they were negative. 

The stage of instrumentation (complete or in- 
complete) was not related to either incidence or 
duration of pain. 


Seltzer, Samuel; Bender, I. B., and Ehrenreich, 
Joseph. School of Dentistry, University of Pennsyl- 
vania, Philadelphia, Pa. Incidence and duration of 
pain following endodontic therapy. Oral Surg.,Oral 
Med.& Oral Path, 14:74-82 Jan. 1961 


Evaluation of Orenzyme for prevention 
of postoperative edema 


A double-blind study was carried out in 80 pa- 
tients undergoing removal of impacted third 
molars, to observe the effect of a new trypsin 
tablet, Orenzyme, on postoperative swelling and 
complications. 

The subjects consisted of 68 clinic patients and 
12 private patients ranging in age from 17 to 55 
years. Each patient was given an envelope con- 
taining 24 tablets and was told to take two tablets 
four times the day before surgery, the day of 
surgery and the day after surgery. The envelopes 


were picked at random by the nurse who recorded 
the number on the envelope. Neither the nurse, 
the operating surgeon nor the patient knew the 
kind of tablet given. The trypsin tablet contained 
68 per cent trypsin, 30 per cent chymotrypsin, 
and 2 per cent ribonuclease in an amount equal 
in proteolytic activity to 20 mg. trypsin. The 
placebo tablet contained lactose. 

Immediately after surgery, the procedure was 
evaluated in terms of trauma to the patient, and 
the degree of swelling which was anticipated in 
the next 24 hours. The patients were instructed 
to return the day after surgery and again a week 
after surgery, at which times the extent of swelling 
and the occurrence of complications were ob- 
served. Swelling was graded as none, minimal, 
average or severe. 

One day after surgery, swelling was absent or 
minimal in 33 (80 per cent) of 41 patients in the 
group treated with trypsin, and in 11 (28 per 
cent) of 39 patients in the control group. More 
than minimal residual swelling at the end of one 
week could be observed in 2 of the patients 
treated with trypsin and in 15 of the patients 
receiving the placebo. 

Pain was reported on the first postoperative 
day by 20 per cent of the experimental group and 
by 36 per cent of the control group. 

Dry socket occurred in 20 per cent of the ex- 
perimental group and 28 per cent of the placebo 
group. No side effects were observed from the 
administration of trypsin tablets. 


Schneider, Paul. 420 East Fifty-fifth Street, New 
York 22, N.Y. Evaluation of Orenzyme for prevention 
of postoperative edema. New York State D.J. 27:83- 
86 Feb. 1961 


Possible future use 
of radioisotopes in dentistry 


Radioisotopes, radioactive isotopes of a stable 
element, are produced by bombarding the ele- 
ment with deuterons, neutrons or protons and by 
alpha particles in a nuclear reactor such as the 
cyclotron or cosmotron. 

In medicine, radioisotopes are used either for 
their radiation effects (in diagnosis and treat- 
ment) or as tracers added to the stable form of a 
compound to demonstrate the sequence of reac- 


tions to radioactivity in a living organism. 

It would be desirable if radioisotopes could be 
used in dentistry, especially for endodontic pur- 
poses. A radioactive isotope, inserted into a root 
canal, could rapidly eliminate an apical granu- 


loma. However, no workable method for the use © 


of radioisotopes in dental practice has—as yet— 
been presented, probably because the utilization 
of radioactive isotopes involves specific hazards. 

An isotope inserted in the root canal may emit 
certain tissue-destroying rays which would not be 
limited to the region of an apical granuloma. An- 
other risk would be encountered if a patient with 
an isotope inserted in the root canal would not re- 
turn to the dental office in time. Not only would 
the expensive isotope be lost but the patient 
could experience severe complications difficult to 
anticipate. Such a patient may visit the dentist 
again only after painful necrosis of the jaw de- 
velops. 

It will take a considerable period of time be- 
fore a scientific and practical method of using 
radioisotopes in dentistry will be perfected. 

Experimentally, however, beneficial effects of 
radioisotopes have been demonstrated in patients 
and animals with oral inflammation, marginal 
gingivitis, necrotizing gingivitis, epulis, decubital 
ulceration, cornification and leukoplakia of the 
tongue. However, no success has been obtained 
in the treatment of periodontal disease with radio- 
isotopes. In some of the patients, experimentally 
treated with radioactive isotopes, carious lesions 
of the third or fourth degree, swelling of the 
lymphatic glands, extreme tooth mobility, damage 
to the odontoblasts within erupted and unerupted 
teeth, reticular atrophy of the pulp and cystic 
degeneration of the roots developed. 

Animal experiments have demonstrated the fol- 
lowing possible danger of dental treatment with 
radioisotopes: (1) in rats, discontinuation of 
growth and development of dentin, hypoplasia of 
the enamel, and disturbances in the formation of 
the hard tooth substances and bones; (2) in pigs, 
hypoplasia of the enamel, and (3) in hamsters, 
disturbance in tooth growth and development, 
microdontia and oligodontia. 

In the future, however, with advancements in 
technic and manipulative procedures to be antici- 
pated, the use of radioisotopes may prove to be 
the most economical, most practical and almost 
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ideal treatment method in endodontic or perio- 
dontal practice. 


Priester, E. S. 15 Harris Court, 55 De Villiers Street, 
Johannesburg, South Africa. Radioisotope in Medi- 
zin und Zahnheilkunde. BI.Zahnhk.,Ziirich 21:196- 
199 Nov. 1960 


Effects of topical corticosteroids 
on aphthous ulcerations 


A double-blind study was conducted on 14 pa- 
tients with recurrent aphthous ulcerations in the 
mouth. The two drugs tested were fluorometho- 
lone and hydrocortisone, each in concentrations 
of 0.025, 0.250 and 2.50 per cent. The drugs and 
a placebo were prepared in polyethylene glycol 
vehicle and dispensed in 5 Gm. coded tubes. 
Each patient received enough of the steroid and 
placebo preparations to use for two weeks each, 
for a total of 14 weeks, and no medication was 
given for 2 of the 16 weeks. Patients were in- 
structed in the application of the medications as 
follows: twice daily, after breakfast and before 
bedtime, about a half inch ribbon of medicated 
cream taken from the tube was to be placed on 
the index finger and applied to all mucous mem- 
branes of the oral cavity. The drug was to be 
gently massaged into the area of any lesions. In- 
formation on the lesions was recorded after the 
evening application. 

Fluorometholone applied topically to the oral 
mucous membranes demonstrated an effect on re- 
current aphthous ulcerations. Although no change 
in the number of lesions was found, there was 
a 50 per cent drop in the duration of ulcerations 
when treated with fluorometholone (in both the 
2.5 per cent and the 0.25 per cent concentrations) 
compared to the control period and the placebo 
period. No other statistically significant effects 
were observed. Complete, sustained remission 
was observed in one patient treated with fluoro- 
metholone. 

It appears that the topical use of corticosteroids 
on the oral mucous membranes of patients with 
episodes of severe recurrent aphthous ulcerations 
can reduce the duration of lesions and perhaps 
reduce the incidence of new ulcerations if (1) the 
drug is soluble and sufficiently high concentra- 
tions of the drug come in contact with the oral 
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mucosa, and (2) the course of treatment is con- 
tinuous during any episode. 

Each patient should be evaluated carefully for 
this form of therapy, and the long-term effects of 
the drug, locally and systemically, should be in- 
vestigated. 


Ship, Irwin I.; Pendleton, Ralph G., and White, 
Carl L. School of Dentistry, University of Pennsyl- 
vania, Philadelphia, Pa. Effects of topical corticoste- 
roids on aphthous ulcerations. D.Progress 1:204-209 
April 1961 


Dental materials 


Effectiveness of cavity liners 
demonstrated with radioactive isotopes 


Radioactive isotopes are a comparatively new 
tool that can be used to visualize and trace the 
diffusion of salivary ions in vitro and thus test the 
marginal integrity of filling materials in a manner 
hitherto impossible. 

Class V cavities were prepared in 234 teeth 
newly extracted from male patients 23 to 68 years 
old. The cavities were lined or based according 
to the manufacturer’s specifications with one of 
the following eight materials: Copalite varnish, 
Mizzy Poly-Liner, Chembar, Pulpdent paste, 
Pulpdent liquid, zinc oxide-eugenol (fast-setting), 
zinc oxide eugenol with polystyrene (Weiss’ for- 
mula), or zinc phosphate cement (Fleck’s ce- 
ment). The newly restored teeth were immersed 
in one of four different radioisotope solutions— 
I, S*O,, Ca* or Na”—for 24 hours. The teeth 
were sectioned and radioautographs produced. 

Two types of controls were used. In one series, 
the liners were placed under silver amalgam 
fillings, and their effects compared to the effects 
in amalgam fillings without liners. In the second 
series, each liner was applied to a cavity prepara- 
tion and immersed in the isotope solution without 
placement of an amalgam filling over it. Three 
specimens were used to test each liner in each 
series and in each one of the four isotope solu- 
tions. 


In the unfilled cavities, all ionic tracers pene- 
trated through the freshly cut dentin and into the 
pulp chamber within the 24-hour immersion pe- 
riod. 

The four radioisotopes also readily penetrated 
the margins of the unlined amalgam restorations 
and diffused into the underlying dentin and into 
the pulp chamber within the 24-hour immersion 
period. These findings show that an amalgam 
filling alone, that is, without a liner or base, does 
not seal the cavity adequately against the pene- 
tration of ionic tracers. 

In the filled cavities with liners, Copalite var- 
nish and Mizzy Poly-Liner decreased the pene- 
tration of radioisotopes through the margins of 
amalgam restorations and completely blocked the 
penetration of isotopes into the dentin. These two 
liners were more effective than the other liners 
and bases tested. 

The calcium hydroxide liners (Chembar, Pulp- 
dent paste and Pulpdent liquid) noticeably in- 
hibited the penetration of the radioactive tracers 
into the underlying dentin but concentrated the 
isotopes within the liners to a pronounced degree. 
Marginal penetration was not affected and may 
have been slightly increased. 

The zinc oxide-eugenol cement base decreased 
the penetration of the isotope tracers into the 
underlying dentin slightly but had little or no 
effect on the penetration of the isotopes through 
the filling margins. 

Zine phosphate cement increased penetration 
of the isotopes into the underlying dentin as well 
as into the amalgam in contact with the cement. 
Marginal penetration of the isotopes also was 
slightly increased. 


Going, Robert E., and Massler, Maury. College of 
Dentistry, University of Illinois, Chicago 12, Ill. In- 
fluence of cavity liners under amalgam restorations 
on penetration by radioactive isotopes. J.Pros.Den. 
11:298-312 March-April 1961 


Dental products containing glass fiber 


For dental restorative work, silicate and resin ce- 
ments currently are available with glass fiber 
added. One such silicate cement, Achatite, meets 
substantially the requirements of the Australian 
Standard T.8 for Dental Silicate Cement. How- 


ever, it is considered that the favorable properties 
of this cement are due to the quality of the un- 
modified silicate cement on which it is based and 
not to the addition of glass fiber. This product is 
not given any special strength by virtue of its glass 
fiber content and it should be used, therefore, for 
restoring lost tissue only in the same way as any 
other silicate cement of good quality. 

The direct filling resins in which glass fiber has 
been incorporated exhibit a little less, but not 
sufficiently less, thermal expansion than the con- 
ventional self-curing acrylic resins, and therefore 
can be expected to be disappointing in service. 

Tests by investigators throughout the world 
have confirmed that the effect of a foreign mate- 
rial, such as glass, embedded within acrylic resin 
is to reduce its strength. On the other hand, it is 
possible to build up a denture base using glass 
mesh or mat which has been treated with acrylic 
resin to make it more compatible. In prosthetic 
resins, glass fibers, unless they are present in suffi- 
cient quantity to interact with one another and 
so provide a stress bearing continuum, are to 
be regarded as potential “weakeners” and not 
“strengtheners.” 


Commonwealth Bureau of Dental Standards. 18-26 
Lonsdale Street, Melbourne, Australia. Dental prod- 
ucts containing glass fiber. Austral.D.J. 5:260-261 
Oct. 1960 


Addition of bacteriostatic agents 
to acrylic resins 


Theoretically, a bacteriostatic, self-curing acrylic 
resin used as a dental filling material should in- 
hibit caries-producing microorganisms. Anticario- 
genic properties of acrylic resins used in partial 
dentures might reduce the incidence of caries in 
abutment teeth. Bacteriostatic acrylic resin would 
eliminate many of the microbiologic problems en- 
countered with complete dentures. 

In this study various plastics were tested for 
bacteriostatic properties, and bacteriostatic agents 
were added to self-curing acrylic resins. 

The following plastics were found to be bac- 
teriostatically inert after complete polymeriza- 
tion: poly(methyl methacrylate), polyethylene, 
styrol, nylon, cellulose acetate, polyvinyl chloride, 
and various acrylic and phenolic resins, 
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Several bacteriostatic agents were added to 
bacteriostatically inert, self-curing poly (methyl 
methacrylate) denture repair materials. The bac- 
teriostatic agents were quinine hydrochloride, 
mercurous chloride, cadmium chloride, silver 
chloride, proflavine, thymol iodine, silver pro- 
teinate, colloidal silver, ethyl violet, and a mix- 
ture which contained as active ingredients 3 per 
cent propylene glycol, 0.3 per cent boric acid, 
0.1 per cent 2-ethylhexanol, 3.2 per cent di- 
isobutyl phenoxyethoxyethyldimethylbenzyl am- 
monium chloride (which were added to the 
polymer, then mixed with the monomer). How- 
ever, most of the bacteriostatic agents tested were 
found to be ineffective when added to acrylic 
resin. Mixtures containing substituted benzyl am- 
monium chlorides, propylene glycol and boric 
acid were found to impart bacteriostatic proper- 
ties to poly(methyl methacrylate) self-curing 
acrylic resin. Plastic disks containing such agents 
were bacteriostatic to test organisms and fungi- 
static to Candida albicans. 

The incorporation of a bacteriostatic agent, 
such as the mixture used in this work, in denture 
base acrylic resin, is worthy of further investiga- 
tion. 


Bahn, Arthur N., and Michalsen, Roger C. Dental 
School, Northwestern University, Chicago 11, Ill. 
Addition of bacteriostatic agents to acrylic resins. 
J.Pros.Den, 11:237-243 March-April 1961 


Miscellaneous 


Use of radioactive materials in dental research 


In 1935, Chievitz and Hevesy described the ef- 
fects of introducing a minute quantity of radio- 
active phosphorus into rats, to open the way to a 
new era in biological research. Dental research 
workers were not slow to make use of this new 
tool. In 1942, McCauley’s review article referred 
to a variety of applications. In 1954 Bartelstone 
reported on work carried out up to that time. The 
present communication is concerned with some 
of the research reported since then. 
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Although there have been no startling changes 
in the application of tracer technics to dental 
problems, a shift in emphasis has occurred. Some 
of the difficulties entailed by the short half-life 
of radioactive fluorine (112 minutes) have been 
overcome by having investigators work in close 
proximity to the cyclotron where the isotopes are 
manufactured, and by planning experimental pro- 
cedures to minimize loss of time. However, doubt 
has been cast on the validity of interpretations 
which have overlooked the possibility that fluo- 
rine uptake may not necessarily be a true hetero- 
ionic exchange. 

Of the radiotracer experiments exploring the 
metabolism of the dental hard tissues, the most 
comprehensive during the past five years are those 
of Sognnaes and others. Radioactive isotopes have 
provided a valuable tool for investigating the 
function of salivary glands (Myant, 1960). Auto- 
radiography has been widely used in dental re- 
search, particularly in regard to tooth develop- 
ment and mineralization (Leblond and Greulich, 
1956). Autoradiography also has been used to 
explore the properties of dental materials. 

The grave international problem of increasing 
radioactive fallout is reflected in the attention 
being paid to strontium deposition in teeth and 
jaws. 


Cohen, B. Royal College of Surgeons, London, Eng- 
land. The use of radioactive materials in dental re- 
search, Internat.D.J. 11:15-28 March 1961 


Dental research 
at the National Bureau of Standards, 1920-1960 


The objective of dental research at the National 
Bureau of Standards is to provide the dental 
profession with information about the materials 
used in dental treatment and in the restoration 
of teeth to normal function. 

The dentist is faced with a complicated engi- 
neering problem in the design, selection and use 
of materials. It is essential that the maximum 
properties be developed in all restorations be- 
cause of the strict limitations on size and shape 
that can be used in the mouth. Also, the restora- 
tions must be biologically acceptable to the oral 
tissues. The high precision required in the final 
filling is not appreciated by the average patient. 


The dentist spends about 75 per cent of his 
time on restorative work, which includes fillings, 
bridges, dentures and orthodontic appliances. All 
these services depend on the properties of some 
material for their success. 

The problems associated with dental materials 
basically are the same as those with engineering 
materials—essentially the selection of materials 
with the best combination of physical and chemi- 
cal properties for each purpose. Probably the 
most important single research problem is to find 
some material that will give a good chemical bond 
between the tooth structure and the restoration. 
The presently available materials form only a 
mechanical bond with the tooth. 

The dental research program at the National 
Bureau of Standards began in 1919 when the War 
Department asked the Bureau to test dental amal- 
gam alloys which were giving unsatisfactory re- 
sults in the Army dental service. This request led 
to the establishment of a broad research program 
in the area of dental materials that has continued 
to the present. In 1928 the American Dental 
Association established a cooperative research 
program to investigate materials most commonly 
used in restorative dentistry. In 1947 the program 
was expanded to include instrumentation studies 
as well as the investigation of the physical and 
chemical properties of natural tooth structures. 

A balanced program between applied and ba- 
sic research has been developed. It is operated 
as a cooperative program receiving support from 
the American Dental Association and the Federal 
Dental Services (Air Force, Army, Navy and 
Veterans Administration). For several years the 
staff has numbered about 30 persons, being di- 
vided about evenly among the National Bureau 
of Standards, the research associates of the 
American Dental Association, and the guest 
workers of the federal services. The staff includes 
physicians, chemists, engineers and dentists. The 
research associates, for the most part, are perma- 
nent employees of the Association. The guest 
workers usually are stationed at the Bureau for 
two or three years for training and research, and 
then return to their respective organizations. 


Sweeney, William T. Dental Research Section, Na- 
tional Bureau of Standards, Washington, D.C. Den- 
tal research at the National Bureau of Standards, 
1920-1960. Capital Chem. 10:228-232 Oct. 1960 
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Artificial respiration 


Evaluation of a new oral resuscitator: 
the Oro-Resutator apparatus 


The development of the Oro-Resutator apparatus 
can be considered as an important step toward 
obtaining the acceptance of the expired-air re- 
suscitation method by physicians and dentists. 
The use of this apparatus eliminates the necessity 
for direct mouth-to-mouth contact, thereby ren- 
dering the resuscitation procedure more suitable 
for recuperation attempts at the office. 

Clinical evaluation of the efficacy of the new 
apparatus was carried out at the Zuiderziekenhuis 
in Rotterdam, The Netherlands. The unit is com- 
pact, simple and easy to manipulate. After the 
Oro-Resutator inflates, the patient’s exhalation oc- 
curs through a one-way valve (see illustration). 
This arrangement permits the operator’s mouth to 
avoid direct contact with the patient’s, and the 
effectiveness and ease of the resuscitation proce- 
dure are increased. The apparatus may be used 
alone or in conjunction with accessory equipment 
available at the office, such as an air mask, an oral 
airway or an endotracheal tube. For these reasons, 
the Oro-Resutator (or another similarly designed 
device) appears to be of potential value as an 
addition to the first-aid armamentarium main- 
tained at most well equipped dental and medical 
offices. 

The demonstration of the efficiency of the Oro- 
Resutator apparatus, obtained in this investiga- 
tion, confirmed fully the impressions gained in 
clinical practice. It was possible to ventilate suf- 
ficiently all unconscious patients by a modification 
of the mouth-to-mouth resuscitation method; this 
modification permitted an avoidance of direct 
contact between rescuer and victim. Hyper- 
ventilation was not observed in any instance. The 
use of dead space, provided by the corrugated 
tube between operator and rescuer, facilitated 
practical advantages such as adequate durability, 
ability to provide superior alveolar ventilation 
(determined by blood carbon dioxide and oxygen 
studies), avoidance of direct mouth-to-mouth 


The Oro-Resutator apparatus in action. Left: Inhala- 
tion phase of the rescuer and exhalation phase of the 
victim. Right: Exhalation phase of the rescuer and in- 
halation phase of the victim 


contact between operator and patient, and de- 
crease in the tendency toward hyperventilation. 


van Weerden, G. J. Zuiderziekenhuis, Rotterdam, 
The Netherlands. Die direkte Mund-Beatmung vom 
Standpunkt der Ventilation aus betrachtet. Anaesthe- 
sist,Berlin 10:85-89 March 1961 


Organization 


Imitation specialty boards 


Imitation specialty boards are interesting phe- 
nomena, particularly in relation to the causes and 
effects of their existence. In this era of status 
symbols, certification by a specialty board is an 
important symbol. It is the appearance that is 
important. A well-contrived imitation may have 
the same value as the genuine thing. 

The American specialty boards, established for 
the purpose of raising standards of medical prac- 
tice, are threatened by imitators. 

Presumably, it is legal for any group of persons 
to band together and call themselves an American 
Board of whatever they may choose. Such groups 
probably will be careful not to adopt the name 
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of an existing board, but there may be close resem- 
blance. If someone wanted to organize an Amer- 
ican Board of Medicine or an American Board of 
General Surgery, it is unlikely that much could 
be done to prevent it. The general public, and 
perhaps some physicians, might not recognize 
that these boards are not of the same type as the 
American Board of Internal Medicine or the 
American Board of Surgery. 

Why would a physician wish to be certified by 
an American Board of Industrial Hygiene when he 
has available to him certification in occupational 
medicine by the American Board of Preventive 
Medicine? One answer comes readily to mind: 
He was not able to meet the high standards of 
professional achievement required by the estab- 
lished board. Some physicians may be willing to 
settle for a second-class type of certification rather 
than none at all. In the eyes of some this may give 
the second-class diplomate the status he seeks, 
but to his more sophisticated colleagues he has 
identified himself as a second-class specialist. 

Just as the existence of inferior medical schools 
formerly threatened the quality of medical educa- 
tion, so an inferior specialty board threatens the 
quality of medical practice. If a cheap imitation 
will do, why bother with the genuine article? 


Goldwater, Leonard J. 600 West 168th Street, New 
York 32, N.Y. Imitation specialty boards. Arch.Envir. 
Health 2:589-590 May 1960 


Miscellaneous 


Hypertrophied frenuli, oligophrenia, 
trembling and anomalies of the hand 


An unusual syndrome described consists of hyper- 
trophied frenuli resulting in pseudocleft forma- 
tion of the upper lip, tongue, palate and jaws, 
associated with oligophrenia, familial trembling 
and anomalies of the hand. The palatal clefts 
occur in the lateral incisor-cuspid regions. Mal- 
position of maxillary cuspids, frequent infra- 
occlusion and absence of mandibular lateral in- 
cisors are commonly observed in the syndrome. 
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Frequently associated with these oral anomalies 
are the following: hypoplasia of the base of the 
skull and extension of the cranial vault, with in- 
creased interorbital distance; aplasia of the alar 
nasal cartilages; mental retardation, and granular 
skin appearance. 

The syndrome occurs as a dominant charac- 
teristic, and seems to be limited to females; pos- 
sibly, the condition may be lethal for males. 

The authors observed a family in which the dis- 
order affected four female members. There has 
been no report of similar cases in the English 
language. 

Gorlin, Robert J.; Anderson, V. Elving, and Scott, 
C. Ronald. University of Minnesota School of Den- 
tistry, Minneapolis, Minn. Hypertrophied frenuli, 
oligophrenia, familial trembling and anomalies of the 


hand. New England J.Med. 264:486-489 March 9, 
1961 


Sporadic hemophilia 
The different forms of hemophilia vary widely 


in severity, and in the most severe form the con- 
centration of Factor VIII (thromboplastinogen) 
is less than 0.05 per cent of normal. The disease’s 
severity remains remarkably constant in any af- 
fected family. There exists no authentic report 
that mild and severe bleeders are found in the 
same family. Because hemophilia can be trans- 
mitted occultly through many generations of fe- 
male members of a family, one must be cautious 
in attributing a sporadic occurrence of the disease 
to mutation. 

Evidence suggesting hemophilia by mutation is 
as follows: (1) sudden appearance of the disease 
in a family with no known instance in earlier gen- 
erations; (2) congenital occurrence of the disease 
in a patient with no history of spontaneous hemor- 
rhages in the family; (3) apparent and fairly con- 
stant incidence of the disease in population groups 
exhibiting disappearance of sex-linked inherited 
hemophilia by dilution, and (4) fairly constant 
ratio of about 5 to 1 for hemophilia A to hemo- 
philia B in dental patients, suggesting that the 
mutation rate for hemophilia A is higher than for 
hemophilia B. 

An important benefit for the determination of 
the role mutation plays in the development of 
hemophilia is the calculation of an approximate 
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mutation rate and the establishment of alterations 
of this rate caused by exposure to various types of 
irradiation, especially the most common type: 
diagnostic dental roéntgenography. 

Quick, Armand J. 561 North Fifteenth Street, Mil- 


waukee, Wis. Sporadic hemophilia. A.M.A.Arch.Int. 
Med. 106:335-340 Sept. 1960 
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Reasons for extractions 
in general practice 


Records of all extractions performed in four sepa- 
rate general practices were kept over a period of 
time, and analyzed. In all, 1,159 teeth were ex- 
tracted from 297 patients. The average number 
of teeth extracted for each patient was 3.9. 

Caries was responsible for 778 (67 per cent) of 
the extractions. Periodontal disease accounted for 
232 (20 per cent) of the extractions. Exactly 34 
teeth were extracted for orthodontic reasons, 25 
teeth for prosthetic reasons, 21 for various rea- 
sons, and 68 of the extracted teeth were de- 
ciduous. 

Extractions for all reasons were highest among 
patients between 21 to 30 years of age. Between 
41 and 50 years of age, extractions for all reasons 
were low; but after the age of 50, there again was 
an increase in the number of teeth extracted. 

Dental caries is the main cause of tooth loss in 
New Zealanders of all ages, the greatest loss oc- 
curs in the third decade of life, and loss of teeth 
due to periodontal disease is about a third of that 
due to caries. 


Coxhead, L. J. Masson House, Dalton Street, 
Napier, New Zealand. Reasons for extractions in gen- 
eral practice. New Zealand D.J. 56:182-183 Oct. 1960 


Trigeminal neuralgia 


With the exception of the rare instance of a tumor 
in the region of Meckel’s cavity, the specific cause 
of trigeminal neuralgia still is unknown. Docu- 
mented pathologic verifications have been few 
and have not been consistent. Some authors main- 
tained that the cause is peripheral; others have 
suggested that the condition is associated with 
degeneration or arteriosclerotic changes in the 
_ gasserian ganglia, and that trigeminal neuralgia 


occurs frequently in patients with multiple sclero- 
sis. Lewy and Grant (1938) described foci of 
softening within the lateral and medial nucleus of 
the optic thalamus or in the thalamocortical tract, 
and speculated that the pathologic changes were 
the result of angiopathies, primarily against a 
background of arteriosclerosis. 

The consensus of neuropathologists, however, 
is that the cause of trigeminal neuralgia has not 
been unequivocally clarified. 

Marks, Morton. 400 East Thirty-fourth Street, New 


York 16, N.Y. Trigeminal neuralgia. J.A.M.A. 175:832 
March 4, 1961 


Dental technicians in various countries: 
their scope and sphere of activity 


In April 1960 the Canton of Zurich in Switzerland 
by referendum voted to amend the cantonal law 
to permit technicians to work directly for the 
public under certain conditions. The conditions 
included Swiss nationality, five years of residence 
in the Canton of Zurich, ten years of working 
experience subsequent to the final examination in 
dental technology, additional special training, and 
an examination in dental prosthetics. A cantonal 
board was directed to draw up regulations for 
the special training and the examination, and to 
prepare a list of the charges which a technician 
will be allowed to make. In the events leading up 
to the referendum, most dental technicians sup- 
ported the dental profession. 

In France until recently, the dental technician 
was not required to hold any documentary quali- 
fication. Since 1959, a certificate of professional 
aptitude has been devised, to be granted after an 
apprenticeship served either with a dental sur- 
geon or a dental technician. A group of techni- 
cians has made representations to Parliament, to 
which the Confederation of Dental Associations 
has made a suitable rejoinder; as a consequence, 
the government with the advice of the Academy 
of Medicine is studying legislative proposals to 
render more effective the suppression of illegal 
dental practice. 

In Canada, policy as regards dental technicians 
varies from province to province. In one province, 
technicians calling themselves “denturists” gained 
their objective in 1959, but the law was repealed 


in 1960. In another province, similar legislation 
was enacted but held in abeyance. Factors which 
have created the movement in recent years of a 
small minority of Canadian dental technicians to 
seek legislation permitting them to work directly 
for the public include a shortage of qualified 
dentists, a rapid increase in the public’s demand 
for dental care, an increase in the number of 
technicians, and the desire of the public to seek 
health services in terms of quantity at cheaper 
rates. Since 1940 the Canadian dental profession 
has cooperated with technicians to seek legisla- 
tion for the registration and licensing of techni- 
cians. By 1946, two provinces had enacted laws 
to this end, and three others had adopted similar 
legislation. Four-year apprentice training pro- 
grams have been instituted. 

In six countries of Western Europe, training 
programs for technicians have been introduced; 
all six countries have legal provisions against il- 
legal practice. 

In Great Britain, negotiating machinery has 
been set up jointly by the dental profession and 
the dental technicians to settle pay and other con- 
ditions of service and to organize training courses. 
The Dentists Act of 1957 restricted the practice 
of dentistry to registered practitioners; there has 
been little illegal practice of dentistry. A volun- 
tary register of technicians has been set up, and 
about 2,000 technicians have been registered. 

In Denmark, dental technicians have had, since 
1843, the right to serve the public directly as re- 
gards complete and partial dentures. In recent 
years an intensive effort has been made to pro- 
hibit all persons except dentists from treating pa- 
tients. 

In Finland, technicians are permitted to repair 
dentures for the public. Since 1959, the techni- 
cian’s education has been extended to four years— 
two and a half years in laboratories, and the bal- 
ance in a school of technicians operated with a 
state subsidy by the dental association. 

In Sweden, state schools for technicians pro- 
vide a two year course, one year at the school and 
one year in an approved laboratory. The techni- 
cian is forbidden to work directly for the public. 

In Norway, since 1935 it has been illegal for 
persons other than dentists to perform dental 
work. The technician’s education extends over 
five years in laboratories, during the last three 
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years of which the apprentice attends evening 
classes. 


The scope and sphere of activity of the dental 
technician: the present situation in various countries. 
Internat.D.J. 11:52-67 March 1961 


Poliovirus vaccines 


The hope expressed last fall by the Surgeon Gen- 
eral that the Sabin oral poliovirus vaccine would 
be marketed in the United States before the sum- 
mer of 1961 is not being realized. It is not clear 
whether the pharmaceutical manufacturers are 
finding it difficult to meet the safety standards for 
commercial production set by the National In- 
stitutes of Health, or whether they are not inter- 
ested in pushing the production of the Sabin 
vaccine. 

Therefore, the continued use of the Salk (killed 
virus) vaccine should be promoted vigorously by 
health agencies and the health professions, so that 
as many people as possible below the age of 50 
years will be protected by the full series of four 
injections. 

Public Health Service figures show that in the 
United States as a whole during 1959, paralytic 
polio was prevented in about 95 per cent of those 
who received four injections of Salk vaccine. The 
commercial Salk vaccines are being steadily im- 
proved in potency and uniformity, and there is 
reason to hope for even better results this year. 


136 East Fifty-seventh Street, New York 22, N.Y. 
Poliovirus vaccines. M.Letter on Drugs and Thera- 
peut. 3:16 Feb. 17, 1961 


Apt words and troubled minds 


The young surgeon, explaining to his patient the 
condition at hand, may use words and phrases 
which mean much to another practitioner but 
which only confuse and perhaps frighten the pa- 
tient. Explanations and answers given to patients 
should not be encumbered with words which con- 
vey nothing but trouble and foreboding. Simple, 
every day phrases and words can elicit a nod or a 
smile of understanding and confidence. 

Words such as “windpipe,” “voice box,” “jaw- 
bone,” “saliva” or even “spit gland,” and “large 
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bowel” are better than “trachea,” “larynx,” “man- 
dible,” “parotid gland” and “colon.” 

Instead of saying to the patient, “You have a 
tumor in your neck which may be serious and you 
might need a big operation,” it is better to say, 
“There is a lump in your neck and you have 
come to find out what it means. It is as though I 
had put an orange on the table here and covered 
it with blankets and asked you to come in and 
feel through the blankets and tell me exactly 
what was on the table. You could describe it as 
being ‘round’ and ‘soft’ and ‘not attached to the 
table’ and you might guess it to be an orange, 
tomato or apple. The only way to be certain is to 
take off the blankets. And so it is with the lump 
in your neck. I could feel through the skin of your 
neck and give you a guess, but you don’t want a 
guess; you want to know. So it must be removed 
and examined with the microscope, and the treat- 
ment might require removal of other things in 
your neck.” 

Every successful surgeon has developed some 
favorite phrases, stories and similes which quickly 
answer many questions and which satisfy the pa- 
tient and impart confidence in the surgeon. The 
sooner the young surgeon develops his own simple 
way of explaining problems to his patients, the 
easier his lot will be and the more satisfying his 
practice will become. 


Devine, Kenneth D. Mayo Clinic, Rochester, Minn. 
Apt words and troubled minds. Surg.Gynec.& Obst. 
111:779-780 Dec. 1960 


Eugene Solomon Talbot, M.D., D.D.S., (1847-1924) 


In the belief that dentistry should occupy the 
place of a specialty of medicine, Eugene Solomon 
Talbot, together with other dental educators and 
researchers, secured three radical changes in the 
relations between medicine and dentistry: (1) 
departments (chairs) in dental and oral surgery 
were established in the five medical colleges of 
Chicago; (2) the section of stomatology was cre- 
ated in the American Medical Association, and 
(3) the Chicago Dental Infirmary was founded to 
provide students with regular medical courses and 
special dental instruction, which courses were 
terminated by a graduation in medicine. 

Dr. Talbot was born in Sharon, Mass., in 1847, 


the descendant of an old English family which 
had been residing in the United States for more 
than two centuries. He received his initial aca- 
demic training at the Stoughton Institute in 
Sharon, the D.D.S. degree from the Pennsylvania 
Dental College, the M.D. degree from the Rush 
Medical College, and the Sc.D. degree from the 
University of Pennsylvania. 

He was elected professor of dental surgery of 
the Chicago Medical College and the Women’s 
Medical College, and became lecturer on dental 
pathology and surgery of the Rush Medical Col- 
lege. 

He served as a delegate to the Seventh Interna- 
tional Medical Congress (London, 1881), and re- 
turned as a delegate to the ninth, tenth, twelfth 
and thirteenth congresses (Washington, Berlin, 
Moscow and Paris). He was named director of the 
Chicago Academy of Medicine in 1892, and 
served in this capacity for seven years. 

His research works were recognized nationally 
and internationally, and he was elected an hon- 
orary member of many foreign dental and medical 
societies. His scientific contributions to the litera- 
ture of dentistry and medicine were prodigious, 
consisting of over 100 articles in the fields of 
dental pathology, dental surgery, and the phys- 
iognomy of degenerates. 

He died December 20, 1924, and of the many 
eulogies paid to him as an outstanding pioneer in 
dentistry and medicine, perhaps none was more 
eloquent than that by Dr. John Ridlon: “For some 
reason, I know not what, one does not expect from 
a dentist anything beyond skill in the mechanical 
work of his profession. In accrediting Dr. E. S. 
Talbot with more than this skill one is mentioning 
the best of the qualities that entitle him to appear 
in this group of eminent medical men. Dr. Talbot 
was one of the first dentists to teach his specialty 
in a regular medical school in Chicago as a re- 
quired part of a medical education. As a teacher 
he has been eminently successful. It is, however, 
his original work in dental pathology that has 
placed him high in his profession; because of his 
investigations and writings on degeneracy, his 
name has become familiar to scientists the world 
over.” 

Editorial. 86 East Randolph Street, Chicago 1, Ill. 


Eugene Solomon Talbot, M.D., D.D.S. (1847-1924). 
Chicago Med. 63:33-34 April 29, 1961 
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Patient reactions to brushing teeth 
with water, dentifrice, or salt and soda 


Fifty college students volunteered to participate 
in a study designed to determine their reactions 
to brushing their teeth without a dentifrice, with 
a paste dentifrice, and with a powder dentifrice. 

Brushing with no dentifrice elicited the most 
unfavorable reaction; only 4 per cent said they 
liked to brush without a dentifrice, and 46 per 
cent of the subjects withdrew from this part of 
the study. 

By contrast, 88 per cent of the participants said 
they preferred brushing with a paste dentrifice, 
and only 5 per cent withdrew from this part of 
the study. 

When the participants were given a powder 
dentifrice consisting of equal parts of table salt 
and baking soda, 8 per cent said they liked brush- 
ing with the powder, and 20 per cent of the sub- 
jects withdrew. 

Pellicles formed on the teeth of 61 per cent of 
the subjects using no dentifrice, on 10 per cent 
using the powder dentifrice, and on 6 per cent of 
the subjects using a paste dentifrice. 

These data indicate that considerable numbers 
of people will not brush their teeth if they cannot 
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use a dentifrice. The view that the toothbrush is 
the only important factor seems unwarranted, 
since it was found that without the use of an ac- 
ceptable dentifrice most patients failed to clean 
their teeth properly. 

This can be demonstrated by an examination 
of the illustrations (see front cover). Above, left: 
photograph of a patient at the initial visit imme- 
diately after a thorough prophylaxis. Above, right: 
photograph of the patient after an application of 
a disclosing solution. Below, left: photograph of 
the same patient after two weeks. He brushed his 
teeth with a toothbrush but without a dentifrice. 
The pellicle formation is evident. Below, right: 
photograph of the patient after a disclosing solu- 
tion was applied. One notes that even though the 
subject used a toothbrush, the teeth still contained 
noticeable amounts of materia alba. 

This case, as did similar ones in the study, 
showed that the use of a toothbrush without a 
dentifrice may result in the subject’s failure to 
clean his teeth properly. 


Dudding, Nancy J.; Dahl, Lillian O., and Muhler, 
Joseph C. Dental Study Unit, Indiana University, 
Bloomington, Ind. Patient reactions to brushing teeth 
with water, dentifrice, or salt and soda. J.Periodont. 
31:386-392 Oct. 1960 
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Following are recent patents relating to dentistry 
granted by the U. S. Patent Office: 


October 4, 1960 


2,954,606 Joseph D. Peak 
Orthodontic band forming pliers 


2,954,607 William W. Coon 
Orthodontic pliers 


October 11, 1960 


2,955,985 Martin Kuna, assignor to Bristol-Myers 
Co. 

Dentifrice compositions 

2,955,984 Michael Gabriel Buonocore and Martin 


Kuna, assignors to Bristol-Myers Co. 
Dentifrices 


November 1, 1960 


2,958,130 Ernest I. White 
Dental appliance 


November 8, 1960 


2,958,945 David Waldman 
Multipurpose orthodontic bracket 


2,958,946 —_Jack O. Chertkof 


Device for taking impressions 
November 15, 1960 


2,959,856 Lawrence Gurin, assignor to Ortho- 
dontic Specialties, Inc. 


Orthodontic device 
2,959,857 Victor Stoll 


Dental analyzer and coordinator 


2,959,858 Daniel H. Drake 
Pliers for making bands on teeth 


November 22, 1960 


24,898 Louis A. Cohn (reissue ) 
Dental saliva ejector 


November 29, 1960 
2,962,032 


Toothbrush 


2,962,033 
ucts Corp. 
Dental floss holder 


Paul Reuter 


Abram Lew, assignor to Barmar Prod- 


December 6, 1960 


2,963,079 William T. Scholl, Sr. 
Leg rest structure 


December 13, 1960 


2,963,786 Charles C, Browning 
Dental partial impression tray 


December 20, 1960 


2,964,847 Benjamin F. Tofflemire 

Combination dental appliance defining a traction 
instrument and detachable clamping blocks for mat- 
rix bands 


January 3, 1961 


2,966,691 
Tooth cleaner 
189,548 (Design patent) 
signor to Johnson & Johnson 
Dental floss dispenser 


Emmet H. Cameron 


Irvin J. Gershen, as- 


January 10, 1961 
2,967,651 Eli A. Zackheim, Arthur R. Meares 


and Joseph F. Hanlon, assignors to Johnson & Johnson 
Floss font 


January 17, 1961 


2,968,097 _ Irvin S. De Woskin 
Orthodontic appliances 


January 24, 1961 


2,968,827 Leo Lawsine and Kenneth L. Martin 
Tooth cleaning and gum massaging device 


. - 


A histochemical study of polysaccharides in bo- 
vine dental pulp. William Howard Tade. 1960. 
M.S. State University of Iowa. 


Some diagnostic aids in the clinical examination 
of the teeth. Olaf E. Langland. 1961. m.s. State 
University of Iowa. 


A clinical study on the marginal leakage of re- 
storative materials as determined by Ca*. H. Wil- 
liam Gilmore. 1961. M.s.v. Indiana University. 


A comparison of the formocresol pulpotomy tech- 
nique with the calcium hydroxide pulpotomy 
technique. Walter A. Doyle. 1961. m.s.v. Indiana 
University. 


The effect of nutritional anemia on the tensile 
strength of healing soft tissue and bone wounds 
in the rat. Robert L. Ewbank. 1961. m.s.v. Indi- 
ana University. 


The study of tissue reaction to a magnetic metal 
implant. Anthony Abati. 1961. m.s. Loyola Uni- 
versity (Chicago). 


An electromyographic study of the behavior of 
the masseter and temporal muscles before, during 
and after orthodontic treatment. Part V: after 
completion of anchorage preparation. Thomas W. 
Fleming. 1961. m.s. Loyola University (Chicago). 


The fate of subcutaneous anorganic bone implants. 
John P. Giannini. 1961. M.s. Loyola University 
(Chicago). 


Denture and skeletal facial profile changes during 
growth. Donald C. Hilgers. 1961. m.s. Loyola 
University (Chicago). 


Transplantation of a bone graft with a tooth in 
situ. Sam P. Liaros. 1961. m.s. Loyola University 
(Chicago). 
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A roentgenographic study of tooth movement de- 
termined by the changes seen in the periodontal 
space of the mandibular molar teeth during an- 
chorage preparation and space consolidation with 
light forces. Kenneth L. Kemp, Jr. 1961. M.s. 
Loyola University (Chicago). 


A study of the growth of skeletal facial profile and 
its significance in orthodontic diagnosis. Ram 
Sarup Nanda. 1961. m.s. Loyola University (Chi- 
cago). 


Salivary gland extirpation and serum calcium. 
Stanley R. Saxe. 1960. M.s.p. University of Wash- 
ington. 


Effects of total inanition on the submaxillary 
gland of the rat. Arnold Tamarin. 1961. M.s.v. 
University of Washington. 


Quantitative changes of a human salivary bac- 
tericidin for lactobacilli associated with age. 
Lloyd B. Austin. 1961. M.s.p. University of Wash- 
ington. 


A study of the maxillary permanent dentition of 
the Alaskan fur seal during fetal life. Peter 
Bokstrom. 1961. M.s.p. University of Washington. 


A histologic study of the effects of formocresol 
on normal primary pulp tissue. Donald R. Dietz. 
1961. M.s.v. University of Washington. 


A roentgenographic cephalometric survey of the 
skeletal and dental pattern of the cerebral palsied. 
Stanley W. Gum. 1961. M.s.v. University of 
Washington. 


An investigation of craniofacial asymmetry, using 
the serial twin-study method. James F. Mulick. 
1961. m.s.p. University of Washington. 


A study of tongue pressures exerted on the hard 
palate during swallowing. James M. Toda. 1961. 
M.s.D. University of Washington. 


The variation of facial vertical dimension during 
the transition from natural to immediate dentures. 
Herbert Swerdlow. 1961. M.s.v. University of 
Washington. 
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